STB UNIVERSI?\ 
OF MICHIGAN 


The Journal of the — 


LIBRARY 


FOUNDED BY DR. MAX THOREK 


‘In Two Parts — Section I 


November, 1953 


ZE 

COLLEGE INTERNATIONAL pes CHIR S 4 
Vol. XX No.5 


Your Cruise Ship 


to the 


INTERNATIONAL COLLEGE OF SURGEONS 
NINTH INTERNATIONAL CONGRESS 


SAO PAULO, BRAZIL 
April 26 to May 2, 1954 


43 days—“All the way fo B. A.” 


Minimum rate — $1550.00 


Complete air tour program 
with itineraries of 17, 27 and 34 days. 
Departures April 2nd, 13th, 20th and 21st. 
Rates from $1150.00. 


For information and reservations, consult 


INTERNATIONAL 
PALMER HOUSE — 119 SOUTH STATE ST. 


Financial 6-3750 _TRAVES CHICAGO 3, ILLINOIS 


Official Travel Representative for the Sao Paulo Congress 


i 


4 
4 
= 
ve 


| 
\ 


Part of the 1953 class of candidates for admission to the United States Section, International College of Sur 


n 
~ 
eo 
n 
mn 
n 
o 
i=} 
n 
mn 


| 
q 
: 
! 
Pat 
Ya 


ional College of Surgeons. 


Internat 


10n, 


s Sect 


we 
\ 


s and Canadian Sections, International College of Sug 


= 
=) 
o 
a 
~ 
° 
n 
n 
a 
° 
= 
= 
~ 
= 
~ 
° 
» 
= | 
= 
x 
= 
vo 
N 


= 
~ 
ov 
= 
= 
nN 
~ 
= 
= 
o 
a 
n 
n 
2 
~ 
— 
= 
= 


\ i ( 

wer 


1 College of Surgeons, September 1953. 


ernat 


Che Journal of the 
International College of Surgeons 


FounDED IN GENEVA, SWITZERLAND, 1935 - INCoRPORATED IN WASHINGTON, D. C., 1940 


Editor-in-Chief 
MAX THOREK, M.D., Se.D., LL.D., F.B.C.S., F.I.C.S., F.P.C.S. (Hon.), F-R.S.M. 


Associate Editor 
PHILIP THOREK, M.D., F.A.C.S., F.I.C.S. 


Consulting Editor 
MorRIs FISHBEIN, M.D., F.I.C.S. (Hon.) 


Assistant Editor 
Dorothy Langley 


Production Assistant 
Dora Stone 


Publication Committee 
Francisco Grafia, M.D., Chairman Max Thorek, M.D., Editor-in-Chief 
Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 
Henry W. Meyerding, M.D. Edward L. Compere, M.D. 


Summary Editors 
Dr. Manuel A. Manzanilla, Jr., Chicago Dr. Fritz Rothbart, Chicago 


Spanish German 
Dr. F. Luz Filho, Salvador, Bahia, Brazil Dr. Jean Paul Le Gault, Montreal 
Portuguese French 


Dr. Antonello Franchini and 
Dr. Marino Mini, Bologna 
Italian 


CONTENTS—NOVEMBER, 1953 


Achalasia of the Cricopharyngeal Sphincter 
N. Asherson, M.A., M.B.B.S. (London), F.R.C.C. (Eng.), F.S.A.M. (Hon.), F.1.C.S., 
London, England 


Cancer and Heredity 
K. Blond, M.D., F-.1.C.S., London, England 


Terminal Ileum Duplex 
D. U. McGregor, M.D., F.1.C.S., Hamilton, Whi, Canada 


Traumatic Neck, Head, Eye Syndrome 
Harvey E. Billig, Jr., M.D., F.1.C.S., Los Angeles, California 


> 


Kenneth A, Hill, M.D., F.1.C.S., and Alexis E. Lubchenco, M.D., Denver, Colorado 


Conservative Treatment of Tumors of the Bladder 
William A. Milner, M.D., F.A.C.S., Albany, New York 


Effect of Surgical Stress on Blood Levels of Calcium and Phosphorus................. 
Prof. Dr. Manuel A. Manzanilla, F.1.C.S. (Hon.), Prof. Dr. Francisco Fonseca, F.I.C.S. 
(Hon.), Dr. Manuel A. Manzaniila, Jr., and Dr. Ramon S. Crespo, Mexico D. F., Mexico 


Needle Decompression and Temporary Cecostomy for Severe Colon Obstruction......... 
William L. Wolfson, M.D., and Morris W. Greenberg, M.D., M.M.Sc. (Surg.), F.I.C.S., 
Brooklyn, New York 


John M. Hammer, M.D., F.A.C.S., F.1.C.S., and Patrick H. Seay, Ph.D., Kalamazoo, 
Michigan, and Edward J. Hill, M.D., F.A.C.S., and Frank Prust, M.D., Detroit, Michigan 


Chronic Ulcerative Colitis: Complications; Results of Treatment..................... 
Martin S. Kleckner, M.D., F.A.C.S., F.1.C.S., Allentown, Pennsylvania 


E. O. Geckeler, M.D., Philadelphia, Pennsylvania 


The Oscillating Sign as an Aid to Differential Diagnosis of Acute Abdominal Disease... 
Martyn C. Ratzan, M.D., F.C.C.P., A.L.C.S., Brooklyn, New York 


Incidental Urogenital Pathologic Conditions Associated with Traumatic Urogenital 


Geza Schinagel, M.D., F.A.C.S., F.1.C.S., Detroit, Michigan 


The Sphenoid Sinus from a Surgical Standpoint 
George L. Whelan, M.D., Philadelphia, Pennsylvania 


Blood Levels of Potassium and Sodium During and After Operations................. 
Prof. Dr. Manuel A. Manzanilla, F.I.C.S. (Hon.), Dr. Manuel A. Manzanilla, Jr., and 
Dr. Raul Santos Mazal, Mexico, D. F., Mexico 


Charles S, White, M.D., F.A.C.S., F.1.C.S., Washington, D.C. 


William M. Skipp, M.D., F.A.C.S., F.1.C.S., Youngstown, Ohio 


Walter H. Fink, M.D., F.A.C.S., Minneapolis, Minnesota 


Conservation of Useful Functions in Pelvic Surgery ...............ccccecececeeecees 
Floyd Sterling Rogers, M.D., F.A.C.S., F.1.C.S., Washington, D.C. 


SECCION EN ESPANOL 


Enrique St. Loup B., F.A.C.S., F.1.C.S., La Paz, Bolivia 


. 


EDITORIAL 


Ulysses G. Dailey, M.D., F.A.C.S., F.1.C.S., Chicago, Illinois 


ABSTRACTS FROM CURRENT 


586 
662 


FOUNDED BY DR. MAX THOREK 


Che Journal of the 
International College of Surgeons 


FOUNDED IN GENEVA, SWITZERLAND, 1935 - INCORPORATED IN WASHINGTON, D. C., 1940 


Vol. XX 


NOVEMBER, 1953 No. 5 


Original Articles 


Achalasia of the Cricopharyngeal Sphincter 


N. ASHERSON, M.A., M.B.B.S. (London), F.R.C.S. (Eng.), F.I.C.S.* 
LONDON, ENGLAND 


tion of an unexpected phenomenon in 

the course of an investigation di- 
rected to another purpose—is not an un- 
common experience of the scientific re- 
search worker in clinical medicine. Ob- 
servations made here conform to this type. 
During the past fifteen years at my 
clinics, routine pharyngograms have been 
taken in all cases of laryngeal disease, not 
only for tuberculous laryngitis and new 
growths of the larynx but for neurologic 
conditions such as unilateral or bilateral 
paralysis of the recurrent laryngeal nerve. 
In this last category the pharyngograms 
accumulated slowly and only at long in- 
tervals. However, when they were com- 
pared, a common roentgenologic picture 
could be determined—one which also coin- 
cided with that first observed by me as a 
sequel to an anterior poliomyelitis pharyn- 
geal lesion and termed “achalasia of the 


G tion of an unexpect chance observa- 


*Honorary Fellow of the Surgical Academy of Madrid. 
Read at the Eighth International Congress of the Inter- 

national College of Surgeons, at Madrid, Spain, May 1952. 
Submitted for publication Aug. 5, 1952. 


cricopharyngeus’—the subject of this con- 
tribution. The diagnosis of the syndrome 
rests on a characteristic profile roentgeno- 
gram (pharyngogram) of the region. 

Achalasia of the cricopharyngeus in the 
past has invariably masqueraded under 
the sobriquet of “vallecular dysphagia,” 
first described by Brown Kelly. I venture 
to proffer a new interpretation of this 
well-recognized lesion, which occurs with 
sufficient frequency to merit the many 
papers on the subject, in Great Britain by 
Brown Kelly (1919-1936), Patterson 
(1919), Mollison (1928) and McGibbon 
and Mather (1938) ; in the United States 
by Mosher (1927) ; in Holland by Gerlings 
(1935), and in France by Montandon 
(1948). 

Deglutition: Terminal Phase—Normal 
Mechanism: A swallowed bolus has to pass 
the Scylla of an open glottis (with the risk 
of inhalation into the air passages) and 
the Charybdis of a closed pharyngo- 
esophagus (with a risk of impaction in the 
swallowing passages), if it is to traverse, 
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rapidly and smoothly, the length of the 
esophagus. 

Two extremely rapid laryngeal and 
pharyngo-esophageal reflex neuromuscu- 
lar mechanisms precede the passage of a 
swallowed bolus traversing the pharynx 
and hypopharynx during the terminal 
stage of deglutition. Both are almost in- 
stantaneous,* being compieted in under 
20 microseconds (Kemp and Ardran, 
1951). These deglutitory spearhead re- 
flexes produce (1) complet2 closure of the 
glottis** and (2) relaxation of the crico- 
pharyngeal sphincter. Thus the swallowed 
bolus is prevented from being inhaled into 
the air passages, and its unhampered and 
instantaneous passage into the esophagus 
is facilitated. 

Cineradiographic study (Russell Reyn- 
olds) demonstrated that a swallowed 
radiopaque bolus flashes instantaneously 
through the completely relaxed crico- 


pharyngeal sphincter and that only when 
the level of the aortal arch is reached is 
there a perceptible momentary hitch be- 


fore it passes on. A cineradiographic pro- 
cedure exposing 30 frames a_ second 
(Saunders and others, 1951) indicates 
that three thirtieths of a second is re- 
quired for the advancing edge of the bolus 
to pass from the level of the tip of the 
vertical epiglottis to the cricopharyngeal 
sphincter. 

The aforedescribed mechanism is the 
normal one, the prime motivating motor 
nerves being those of the pharyngeal plex- 
us incorporating both spinal accessory and 
both vagi nerves and including the recur- 
rent pharyngeal nerves. 

For this coordination, i. e., relaxation of 
the cricopharyngeal sphincter, to occur, 
the entire neuromuscular arc (of the 
pharynx, the laryngopharynx and pharyn- 
go-esophagus) must be intact and pos- 
sessed of full physiologic function. Any 
lesion that breaks this neuromuscular 


*The neural stimulus motivates the pharynx. Does the 
refractory period coincide with the “‘paralytic period” dur- 
ing which the glottis is closed and the cricopharyngeus 
relaxed? 

**If this breaks down, a bolus may be aspirated into 
the glottis, and if impacted there may suffocate the pa- 
tient. Cases are known of sudden complete asphyxia occur- 
ring in an adult when a lump of meat has become impacted 
in the glottis and produced rapid death from asphyxia, 
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chain and permanently interferes with, 
impedes or prevents the instantaneous 
synchronous transmission of the wave of 
neuroperistalsis down the lower part of 
the pharynx will prevent synchronous 
opening of the mouth of the esophagus. 
This will result in incoordination or acha- 
lasia of the cricopharyngeal sphincter. 

Abnormal Mechanism: Pavlov, in his 
classic experiment, divided both vagus 
nerves in the dog and observed that the 
upper end of the esophagus remained 
tightly constricted. Sjoberg (1950) re- 
peated this experiment in the cat and then 
introduced into the esophagus an opaque 
bolus. He observed that when the cat was 
held up vertically by its tail, with the 
head dependent, the bolus was held up 
by the constricted cricopharyngeus; when 
the animal was held up vertically by its 
head the bolus hitched up at the cardia. 
These experiments indicate that division 
of both vagi results in tight constriction 
of both the upper and the lower end of 
the esophagus. 

Now analogous lesions, partial (i. e., 
unilateral) or complete (i. e., bilateral), 
do occur in man. Cardiospasm or acha- 
lasia of the cardia is well known; achalasia 
of the cricopharyngeal sphincter also oc- 
curs, and, though this condition has been 
long familiar to the laryngologist, it has 
hitherto, when recognized, masqueraded 
under the erroneous title of vallecular 
dysphagia. 

Location of the Break in the Reflex.— 
The break may be (1) in the pharyngeal 
plexus or musculature (anterior poliomy- 
elitis); (2) in the musculature alone 
(after partial pharyngectomy) ; (3) in the 
nerves supplying the cricopharyngeus 
sphincter (paralysis of the recurrent 
laryngeal nerve, unilateral or bilateral), 
or (4) in the vagi (bilateral paralysis of 
the vagus nerve or bulbar paralysis). 

Achalasia of the Cricopharyngeal 
Sphincter.—Achalasia*** of the cardia, 
i.e., cardiospasm, occurs at the exit of the 
esophagus. The cardiac sphincter fails to 


***A word coine? by Sir Cooper Perry in 1914 for “absence 
of relaxation” and introduced into the medical literature by 
Sir Arthur Hurst (A Twentieth Century Physician, p. 55). 
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Fig. 1 (Case 1).—Complete achalasia of the cricopharyngeus: bilateral ‘nerve block due to pharyngeal 
paralysis after anterior poliomyelitis in a child aged 12. A and B, immediate pharyngograms. C, 
pharyngogram taken five minutes later, profile view. Accumulation is still present in the hypopharynx. 


relax reflexly and in synchronous coordi- 
nation ahead of the oncoming bolus at its 


arrival in the lower end of the esophagus. 
The dysphagia associated with cardio- 
spasm, though usually slight, can be severe 


in certain cases. It is relieved when the 
esophageal contents empty into the stom- 
ach, whether gradually by the “drip feed” 
pressure of the ‘“‘test tube” of dammed-up 
esophageal contents above the unrelaxed 
sphincter, or suddenly by vomiting or by 
esophageal lavage. Achalasia of the pylor- 
us has recently been described by Williams 
(1950) ; bilateral vagotomy will also pro- 
duce it. 

An analogous syndrome is here de- 
scribed, occurring at the entrance to the 
esophagus, i. e., at the exit or lower end 
of the hypopharynx, and termed achalasia 
of the cricopharyngeal sphincter. The in- 
coordination of this sphincter is a mani- 
festation of the failure of the cricopharyn- 
geal sphincter to relax synchronously 
with the arrival of the swallowed bolus 
at the lower end of the pharynx en route 
from the pharynx to the esophagus. 

This condition may be clinically symp- 
tomless, though it is always demonstrable 
roentgenologically. The usual symptom 


may be mild dysphagia; the severe (even 
complete) type of dysphagia is encoun- 
tered in the presence of bilateral paralysis 
of the recurrent laryngeal nerve. In the 
early stage the difficulty is more marked 
in taking fluids than when solid foods are 
ingested. 

Achalasia of the cricopharyngeus is not 
uncommon if diligently and deliberately 
sought for in the presence of the known 
cause. In the presence of achalasia of the 
cricopharyngeal sphincter there is partial 
or complete failure of, as well as a delay 
in, the relaxation of the sphincter. There 
is neither mechanical obstruction nor 
stenosis. Normally, with each act of de- 
glutition this sphincter relaxes completely 
and instantaneously, ahead of the oncom- 
ing projected swallowed bolus passing 
from the pharynx to the esophagus. If 
this fails to take place, achalasia results. 
The lesion is permanent. 

Roentgen Picture: In the profile phar- 
yngogram the lower (post-cricoid) half 
of the hypopharynx is permanently re- 
laxed, patent and patulous. It is not ton- 
ically constricted, as is usual, and when it 
is observed together with the normally 
patent upper half of the hypopharynx 
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there is produced the roentgen effect of 
marked elongation of the hypopharynx. 

The laryngeal. cartilaginous skeleton 
slopes away from the posterior pharyngeal 
wall, and both valleculae are marked and 
prominent (Fig. 1B). These details are 
brought out in a profile roentgenogram of 
the hypopharynx after an opaque cream 
has been swallowed, when the characteris- 
tic holdup of the bolus is observed above 
the cricopharyngeus; this results in stag- 
nation in the hypopharynx with secondary 
overflow or retention, filling the valleculae. 
In a case of severe involvement—e. g., a 
case in which the condition is due to bi- 
lateral paralysis bilateral of the recurrent 
laryngeal nerve, the opaque cream is 
splashed all over the pharynx and the 
glottis. 

A column of swallowed boli piles up in 
the hypopharynx above the sphincter, and 
this reservoir acts as a “drip feed” to the 
esophagus. Traces of it may still be ob- 
served after an interval of five minutes; 
i. e., there is great delay before the pharyn- 


Fig. 2 (Case 2).—Pharyngogram showing acha- 

lasia of the cricopharyngeus occurring after an- 

terior poliomyelitis and affecting the pharyngeal 
musculature in a woman aged 26. 
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geal contents empty into the esophagus. 

The muscular wall of the hypopharynx 
sags but does not become hypertrophied. 
This is similar to what happens to the 
esophageal wall in a case of cardiospasm. 

Anteroposterior films taken after a 
swallow of an opaque medium show two 
small semilunes adjacent to each other at 
the midline, with a horizontal] “fluid level” 
(Fig. 1A). These are in the vallecula and 
are at the level of the space between the 
third and fourth cervical vertebrae. 

In the lateral (profile) view also, small 
semilunar shadows are observed. The 
opaque meal stagnates and may remain in 
situ in the hypopharynx for as long as 
five minutes. 

Achalasia of the cricopharyngeus has 
been confused with vallecular dysphagia, 
in discussing which Barclay (1933) wrote, 
“The existing cause probably lies in some 
minor and unrecognized injury that dis- 
turbs the balance of the swallowing mech- 
anism, just as calcification of the cartilage 
may be the starting-point of a disorder of 
deglutition.” The pharyngograms here re- 
produced support his views. 

The condition is never observed in 
association with a pharyngeal pouch or 
with a postcricoid or hypopharyngeal car- 
cinoma. 

McGibbon and Mather (1933), after 
testing 100 normal persons, failed to dis- 
cover any holdup of the opaque medium 
in the hypopharynx. This agrees with my 
experience. On the other hand, Gerlings 
and Den Hoed (1935) stated that 9 out 
of 20 normal men examined had more or 
less clearly perceptible stagnation. 

Lesions Producing Cricopharyngeal 
Achalasia.—Achalasia of the cricopharyn- 
geus has been encountered in association 
with the following lesions, of which case 
records and pharyngograms are attached: 
1. Interference with the neuromuscular 
mechanism of the pharynx (postanterior 
poliomyelitis). The cricopharyngeal 
sphincter functions, but the nerve stimulus 
fails to reach it during the terminal stage 
of deglutition. 

2. Bilateral pharyngeal neuromuscular 
pharyngeal lesions due to anterior polio- 
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Fig. 3 (Case 3).—Achalasia of the cricopharyngeus; thyrotoxic myopathy of pharynx. A, peropera- 
tive profile view: note swelling of thyroid, B, profile view taken after three minutes, showing stag- 
nation still present. 


myelitis in the young. “The cardinal fea- 
tures of anterior poliomyelitis have been 
epitomised as spasm of the muscle, inco- 
ordination and mental alienation” (Sed- 
don, 1952; Cases 1 and 2). 

3. Thyrotoxicosis myopathy, involving 
the pharyngeal musculature (Case 3). 

4, Conditions in which the neuroperi- 
staltic wave does reach the cricopharyn- 
geus sphincter unimpeded, but the sphinc- 
ter fails to relax owing to paralysis of the 
recurrent laryngeal nerve, which moti- 
vates this sphincter. Two types of such 
conditions occur: those caused by uni- 
lateral and those caused by bilateral paral- 
ysis of the recurrent nerves. 

In this group the roentgen picture of 
achalasia of the cricopharyngeus is so con- 
sistently observed that the characteristic 
pharyngogram may be used as a means 
of confirming or excluding the presence 
of a clinically observed or suspected uni- 
lateral or bilateral paralysis of the re- 
current laryngeal nerve. 


Paralysis of the cricopharyngeus sphinc- 
ter is either partial, associated left or right 
paralysis of the recurrent laryngeal nerve 
in the middle-aged, or complete, with bi- 
lateral recurrent laryngeal nerve paraly- 
sis. 

In the presence of unilateral paralysis 
of the recurrent nerve, achalasia of the 
cricopharyngeus is usually latent. Only 
by close cross-questioning can one elicit 
any disturbance in swallowing, but this 
is always present, though in a slight de- 
gree. 

The achalasia is the result of a broken 
reflex arc due to failure of the crico- 
pharyngeal sphincter to open in sequence. 
Paralysis of even one recurrent laryngeal 
nerve is sufficient to break the reflex nerve 
chain. The sphincter fails to open, and 
the swallowed bolus enters a hypopharynx 
with a closed exit and remains there for 
some time. 

5. A break in the chain by a segmental 
incision across the pharynx, i. e., after 


ig 
ag 
535 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


partial pharyngectomy. A segment of the 
pharynx is cut across, including the chain 
of nerves. 

6. Bulbar paralysis in the elderly (cen- 
tral lesion). 

Mosher (1927) has published some pro- 
file roentgenograms of this condition oc- 
curring (a) in association with bulbar 
paralysis, and (b) after paralysis of the 
pharynx due to anterior poliomyelitis. 
Mollison (1928) has recorded observations 
on dysphagia due to pharyngeal paralysis. 

Montandon (1948) described the case 
of a man aged 59, with myoporphyria, in 
whom increasing dysphagia developed. 
This was due to complete stenosis at the 
mouth of the esophagus. There was atro- 
phy of the muscles “in this region,” but 
not of the neuromuscular elements. The 
diagnosis was “myopathic obstruction,” 
and the lesion was a permanent, progres- 
sive entity as contrasted with neurovege- 
tative spasm, which is intermittent and 
benign. 

In Montandon’s opinion the obstruction 
was one due to spasm, in contrast to the 
view proposed in this paper of “achalasia,” 
i. e., failure to relax. 

Pondering on this list of known associa- 
tions with achalasia of the cricopharyn- 
geus does lead to the inference that cardio- 
spasm also results from a paralytic lesion 
of the lower part of the esophagus caused 
by anterior poliomyelitis or virus infec- 
tion akin to it, e. g., herpes zoster of the 
sympathetic ganglia. The relation between 
herpes zoster and anterior poliomyelitis 
has been discussed by Parkinson (1948). 

Achalasia is not like paralysis of the 
esophagus. Complete paralysis of the 
esophagus is manifest roentgenologically 
(i. e., in an esophagram) by a completely 
patulous upper third of the esophagus 
(Barclay). 


CLINICAL PICTURE 


A swallowed bolus is propelled into the 
upper part of the esophagus as far as the 
arch of the aorta, where it becomes stuck, 
lingers, and with repeated swallowing is 
gradually pushed below the level of the 
clavicle and the arch of the aorta. Once 
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this level is passed, the bolus passes on 
in the normal manner. 

The clinical picture is apparent on mir- 
ror examination of the hypopharynx, 
which is filled with an accumulation of 
frothy saliva. This may be excessive and 
may even, as in Brown Kelly’s case 
(1936), be regurgitated out of the mouth. 
It may overflow into and irritate the 
larynx, producing a cough, especially when 
the paralysis of the recurrent laryngeal 
nerve is bilateral. 

An accumulation of secretions in the 
hypopharynx and valleclulae is usual in 
the presence of a pharyngeal pouch or a 
postcricoid carcinoma, and any such diag- 
nosis must be excluded. 

Clinical Types.—Excluding the readily 
discernible causes of dysphagia at the 
entrance to the esophagus (stricture, 
pouch, neoplasm) and taking into account 
the unusual nonmalignant causes, the in- 
cidence of achalasia of the cricopharyn- 
geus is not particularly rare. It is essen- 
tially a roentgen diagnosis, and is likely 
to be overlooked unless the characteristic 
roentgen picture is recognized. 

The Latent Type: Achalasia of the crico- 
pharyngeus may be clinically latent, dis- 
covered only by roentgen diagnosis. The 
patient may be known to have a permanent 
neuromuscular lesion (e. g., paralysis of 
the pharynx, which may occur after infan- 
tile paralysis as in Cases 1 and 2). In 
such a case the latent (and probably 
slight) disturbance of deglutition—which 
may or may not amount to actual dys- 
phagia—has been compensated for. Close 
cross-examination, however, will invaria- 
bly disclose some disturbance of degluti- 
tion. 

Of “vallecular dysphagia” Brown Kelly 
wrote: “Slight cases are seen by the radi- 
ologists and by laryngologists, who look 
for this, but patients with pronounced 
symptoms are very rare.” 

The pharyngeal paralysis associated 
with postanterior poliomyelitis is of this 
type. On roentgen examination it is also 
observed in association with permanent 
unilateral paralysis of the recurrent laryn- 
geal nerve. This nerve, in addition to 
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motivating the vocal cord (the abductor) 
must simultaneously motivate the crico- 
pharyngeal sphincter. 

Profile roentgenograms (Fig. 1, B 
and C) are here presented to show the 
typical roentgen picture of achalasia of 
the cricopharyngeus. As these plates were 
viewed in retrospect, it is not possible to 
say whether the patients suffered any dis- 
turbance or deglutition. It was probably 
absent or, if present, so slight as not to 
obtrude on the patient’s consciousness. 

According to Mollison (1928), in pa- 
tients with unilateral paralysis of the soft 
palate, pharynx, laryngeal nerve and 
larynx, the interference with deglutition 
is almost always trifling. 

This type may be designated as the la- 
tent or silent type, with a typical roentgen 
picture observed by routine roentgen ex- 
amination for some other pharyngeal 
lesion. 

The Dysphagic Type: Cases of this type 
have been recorded in the literature under 
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various headings: secondary vallecular 
dysphagia (Brown Kelly, McGibbon and 
Mather) ; dysphagia atonica (Holsknecht, 
1910) ; and pseudospasm of the mouth of 
the esophagus (Montandon, 1948). 

Mild dysphagia or discomfort, with the 
subjective feeling of a persistent foreign 
body in the throat, is the leading symptom. 
As a rule dysphagia is not complete, even 
if the patient says it is. He can always 
swallow his saliva. In the presence of bi-. 
lateral paralysis of the abductor the severe 
dysphagia, especially, for liquids is a pre- 
dominant feature. 

The dysphagic type is associated with 
bilateral paralysis of the recurrent laryn- 
geal nerve. There is inspiratory stridor 
on the slightest exertion, and when the 
patient swallows fluids he coughs after 
a short latent interval. Solids go down 
without difficulty, but later even solids 
cannot be swallowed. After a tracheotomy 
is performed for bilateral abductor paraly- 
sis, swallowed fluids immediately come out: 


Fig. 4 (Case 4).—A, anteroposterior pharyngogram in a case of achalasia of the cricopharyngeus. 
Right recurrent laryngeal nerve paralysis due to gunshot wound. Note bullet in situ, producing pa- 
ralysis of the cricopharyngeus sphincter. B, profile view. 
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Fig. 5 (Case 5).—Profile film of pharynx in a 
man aged about 60, with left recurrent laryngeal 


nerve paralysis. Note widening and elongation 
of the pharynx. Widening of the valleculae was 
also observed. 


of the tracheotomy tube. Unless this is 
treated, inhalation pneumonia will develop 
and kill the patient. A large Hirst’s bougie 
can be passed. Saliva also overflows into 
the trachea from the hypopharynx. Gas- 
trostomy may be necessary. 

Physical signs other than stagnation or 
delay are absent. Endoscopic study fails 
to reveal ulcer or organic stenosis. The 
condition must not be confused with a 
postcricoid web or simple stricture. The 
profile and anteroposterior pharyngo- 
grams show the characteristics of achala- 
sia of the cricopharyngeus. 

The condition must be differentiated 
from (1) idiopathic dysphagia in the 
women, (2) sideropenic dysphagia, (3) 
dysphagia due to carcinoma of the hypo- 
pharynx or the postcricoid region, or (4) 
an unsuspected impacted foreign body 
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within or without the lumen of the esopha- 
gus. 

The dysphagic type of achalasia of the 
cricopharyngeus must be distinguished 
from the other, more frequent causes of 
vague dysphagia. 

No other of these lesions produces the 
same profile pharyngogram. In fact, the 
pharyngogram in the presence of achalasia 
is pathognomonic. 

CASE 1.—-(Neuromuscular lesion, a sequel to 
anterior poliomyelitis; achalasia of the crico- 
pharyngeal sphincter) —In this case achalasia 
of the cricopharyngeal sphincter followed post- 
anterior poliomyelitis. The patient, a girl aged 
12, was smitten with anterior poliomyelitis, 
which affected the pharynx. There was diffi- 
culty in swallowing, with marked stagnation 
and increasing accumulation of frothy saliva 
in the pharynx, producing bubbly, noisy respi- 
rations. The child phonated hoarsely and with 
difficulty, but there was no respiratory ob- 
struction. The frothy saliva was removed by 
constant suction, a nasal catheter and a phar- 
yngeal suction tube being used. Recovery 
was uneventful. The pharyngogram was taken 
some months later. The dysphagia was slight. 

The pharyngograms in Figure 1 show acha- 
lasia of the cricopharyngeus. A and B were 
taken immediately; C, five minutes later (pro- 
file view). There is still an accumulation of 
secretion in the hypopharynx. The roentgenol- 
ogist reported that the barium swallow had 
shown that difficulty in swallowing was shown 
to lie in the act of deglutition. Movement of 
the tongue and upward movement of the phar- 
ynx as a whole were impaired and showed 
abnormally deliberate. In addition, there was 
failure to close the nasopharynx and to ap- 
proximate the anterior and posterior pharyn- 
geal walls at the level of the base of the tongue. 
Below the level of the upper end of the true 
esophagus no abnormality was seen. Thus it 
appeared that weakness of the intrinsic and 
extrinsic musculature was involved in the 
normal pharyngeal movements. 

CASE 2.—Achalasia of the cricopharyngeus 
in a patient with postanterior poliomyelitis 
due to paralysis of the pharyngeal plexus.— 
Mrs. J., a woman aged 26, had paralysis of the 
pharyngeal plexus following anterior polio- 
myelitis. There was a large collection of frothy 
saliva in the valleculae and the hypopharynx. 
The patient did not spontaneously complain of 
dysphagia. The roentgenogram (Fig. 2) shows 
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the characteristic hold-up of food in the hypo- 
pharynx. 

This patient was reexamined roentgeno- 
logically one year later and the same achalasia 
was demonstrated, there being still more than 
fifteen minutes’ delay in emptying the phar- 
ynx. The clinical picture, too, on mirror lar- 
yngoscopic study, was unchanged. This case 
is similar to a case described by Mollison (J. 
Laryng. & Otol. 43:772, 1928) in which the 
lesion, in a woman of 84, was caused by bulbar 
paralysis. 

Comment.—Cases 1 and 2 suggest the 
cause of cardiospasm. It may be a sequel 
to an attack of anterior poliomyelitis con- 
fined to the lower part of the esophagus 
and affecting the esophageal plexus. 

Acute dilatation of the stomach* is a 
common complication in those cases of 
acute anterior poliomyelitis in which pa- 
ralysis is sufficiently severe and of a type to 
require the use of the iron lung (respira- 
tor). In such cases it is associated with 


*Brit. M. J. April 1, 1950, p. 797. 


Fig. 6 (Case 6).—A, left recurrent laryngeal nerve paralysis producing achalasia of the cricopharyn- 
geus due to paralysis (partial) of the cricopharyngeal sphincter. B, pharyngogram taken aiter 5 
minutes. 
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general atrophy of the gastrointestinal 
tract, resulting from involvement of the 
autonomic nervous system. 

Is this due to incoordination between 
the gastric peristalsis and the pyloric 
sphincter “achalasia” of the pylorus? 


CASE 3 (Achalasia of the cricopharyngeus 
caused by thyrotoxic myopathy of the pharyn- 
geal musculature, associated with bilateral 
paralysis of the thyroarytaenoideus muscle). 
—A woman aged 72 had a thyroid adenoma, 
the size of a hen’s egg, in the right lobe. The 
trachea and esophagus were displaced to the 
left. There was no tracheal compression. The 
patient complained that her voice had been 
husky for months. She had also had difficulty 
in swallowing, and said that, although she 
could not swallow any food, she could swallow 
her saliva easily. She had lost considerable 
weight. 

Mirror pharyngoscopic study showed a stag- 
nant accumulation of secretion in the hypo- 
pharynx and bilateral paralysis of the thyro- 
arytenoideus internus muscles. The myo- 
pathic condition was secondary to thyrotoxi- 


539 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER, 1953 


Fig. 7 (Case 7).—Bilateral recurrent laryngeal nerve paralysis producing achalasia of the cricopha- 
ryngeus due to paralysis of the cricopharyngeal sphincter (complete, bilateral). Left, profile pharyn- 
gogram. Right, anteroposterior view. 


cosis. Neurologic examination revealed no 


abnormality. 

The roentgen picture was characteristic 
(pharyngogram). 

Esophagoscopic study revealed a normal 
esophagus. The blood count was normal. The 
patient improved after the esophagoscopic 
procedure. After removal of the thyroid swell- 
ing the dysphagia subsided. 

Achalasia of the Cricopharyngeus Due 
to Unilateral Paralysis of the Recurrent 
Laryngeal Nerve.—In the following cases 
of unilateral paralysis of the recurrent 
laryngeal nerve an examination was made 
of the profile roentgenogram taken after 
the patient had swallowed an opaque 
cream (Figs. 4 and 5). 

In 3 cases in which the left recurrent 
laryngeal nerve was paralyzed, the same 


profile pattern of cricopharyngeal acha- 
lasia was observed when the region was 


examined roentgenologically after an 
opaque bolus had been swallowed. 

Paralysis of the Right or Left Recurrent 
Laryngeal Nerve.—In 1 instance (Case 4) 
in which the right recurrent laryngeal 
nerve was severed by a bullet through the 
neck, the same picture was observed in 
the pharynx (Fig. 4). 

CASE 4 (Achalasia of the cricopharyngeus, 
produced by paralysis of the right recurrent 
laryngeal nerve due to gunshot wound (bullet 
shown in situ in Figure 4).—A man aged 30, 
who did not complain of any dysphagia, showed 
the characteristic hold-up of food in the hypo- 
pharynx and valleculae, indicating achalasia 
of the cricopharyngeus. 

CASE 5 (Achalasia of the cricopharyngeus 
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due to paralysis of the recurrent laryngeal 
nerve) .—The patient was a man aged 60. Note 
the elongation and widening of the hypophar- 
ynx (Fig. 5) and the patulous lower half of 
the hypopharynx, which is normally tightly 
closed. 

There was widening of the valleculae. No 
dysphagia was complained of. 

CASE 5a.—Another case similar to Case 5 
is included in the series. 

CASE 6 (Fig. 6).—The patient had paralysis 
of the left vocal cord due to a mediastinal 
lesion. There was no dysphagia, and esopha- 
goscopic study revealed no obstruction. Note 
the striated opaque shadow in the pharynx as 
observed in an esophagram of a patient with 
achalasia of the cardia (cardiospasm). 

Achalasia of the Cricopharyngeus Due 
to Bilateral Paralysis of the Recurrent 
Laryngeal Nerve.—The severest form of 
achalasia of the cricopharyngeus results 
from bilateral paralysis of the recurrent 
laryngeal nerve. 

CASE 7 (Complete achalasia due to bilateral 
paralysis of the recurrent laryngeal nerve) .— 
A man aged 65 suddenly lost his voice. In- 
spiratory stridor developed and was discov- 
ered, on examination six weeks later, to be 
caused by bilateral paralysis of the laryngeal 
nerve, with both vocal cords immobilized in 
the paramedian position. The patient also had 
difficulty in swallowing fluids, which, after a 
latent interval of a few seconds, precipitated 
a bout of coughing, while swallowed solids 
passed down easily. He had lost weight. A 
blood cell count showed 3,500,000 red cells per 
cubic millimeter, with 76 per cent hemoglobin. 
Roentgen examination showed the chest to be 
clear. 

An opaque swallow showed a typical hold-up 
above the cricopharyngeus, with sloping away 
of the larynx and overflow into the valleculae, 
both of which were filled with the opaque 
cream, displaying a fluid level. There was no 
obstruction in the esophagus. (After a few 
weeks the cause was found to be a bronchial 
carcinoma of the upper lobe of the left lung. 
The case was reported in the Journal for Dis- 
eases of the Chest, March 1952). 

Two weeks later, after the tracheotomy per- 
formed because of the stridor, swallowed liq- 
uids produced coughing and much of the fluid 
came out through the tracheotomy opening. 
The obstruction due to spasm of the crico- 
pharyngeus was such that the swallowed bolus 
of opaque material rolled back over the glottis 
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and into the vallecula, with prolonged stagna- 
tion. An esophageal feeding tube could he 
passed without difficulty, and feeding was by 
gavage. This indwelling esophageal tube pro- 
duced much salivation which could not be 
swallowed, overflowed into the larynx being 
coughed up and through the tracheotomy open- 
ing (Fig. 7C). 

CASE 8.-—A similar case, the patient being 
a man aged 60 with an identical lesion (also 
due to carcinoma of the lung) was observed. 
Complete achalasia of the cricopharyngeus 
was produced (Fig. 8). 

CASE 9.—The patient, a man aged 71, had 
a husky voice, with the right vocal cord fixed. 
There was paralysis of the right recurrent 
laryngeal nerve (Fig. 8). 

Achalasia of the cricopharyngeus was pres- 
ent. There was no dysphagia, and esopha- 
goscopic study gave negative results. 

CASE 10.—Achalasia of the cricopharyngeus 
following partial pharyngectomy (Fig. 9) was 
present. 

The patient had part of his pharynx excised 
by lateral pharyngotomy, with immediate re- 
construction of the pharynx. The ulcer was 


Fig. 8 (Case 8).—Bilateral recurrent laryngeal 
nerve paralysis producing achalasia of the crico- 
pharyngeus due to complete bilateral paralysis of 
the cricopharyngeal sphincter. Swallowed liquids 
were regurgitated through the tracheotomy tube. 
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Fig. 9 (Case 10).—Achalasia of the cricopharyn- 
geus caused by partial pharyngectomy. 


on the tonsil posterior faucial pillar and base 
of the tongue. There was no paralysis of the 
vocal cord. A gland dissection was performed. 

The present condition is as follows: there is 
is a large collection of frothy saliva in the 
hypopharynx. This produces coughing on 
swallowing and slight dysphagia. 


SUMMARY 


A characteristic syndrome is described, 
manifested by a characteristic pharyngo- 
gram: it is produced by incoordination 
(i.e. achalasia) of the cricopharyngeal 
sphincter. Various causes are enumerated, 
with relevant case records. 
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Any lesion—whether muscular, neuro- 
muscular or neurogenic—that hampers, 
interferes with, or prevents the advance 
of the microperistaltic wave down the 
pharynx ahead of a swallowed bolus dur- 
ing the act of deglutition will produce the 
syndrome of achalasia of the cricopharyn- 
geus. Paralysis of the pharyngeal plexus 
after anterior poliomyelitis, unilateral or 
bilateral recurrent laryngeal nerve paraly- 
sis, or segmental section of the pharynx 
(after partial pharyngectomy) are the 
commen causes. 


RESUMEN 


Se describe un sindrome caracteristico 
manifestado por un faringograma tipico 
producido por incordinacién (acalasia) del 
esfinter cricofaringeo. Se enumeran di- 
versas causas con una relacién de casos al 
respecto. 

Cualquier lesion perturbadora, sea neuro- 
muscular, muscular o neurogénica que in- 
terfiere o previene la propagacién de la 
onda microperistaltica hacia abajo en la 
faringe y delante del bolo alimenticio pro- 
duce el sindrome de acalasia del cricofa- 
ringeo. Son causas comunes, la paralisis 
del plexo faringeo después de la _ polio- 
mielitis anterior, la paralisis del nervio re- 
currente, sea unilateral o bilateral y la 
seccién segmentaria de la faringe. 


ZUSAM MENFASSUNG 


Es wird ein charakteristisches Krank- 
heitssyndrom, das ein typisches Roentgen- 
bild des Pharynx ergibt und durch mangel- 
hafte Koordination des M. cricopharyngeus 
(Achalasie, Unfaehigkeit des Sphincters 
zu entspannen) zustande kommt. Es wer- 
den verschiedene Ursachen mit einschlae- 
gigen Krankheitsgeschichten angefuehrt. 

Jede Erkrankung, gleichgueltig ob mus- 
kulaerer, neuromuskulaerer oder neuro- 
gener Art, die den Ablauf der einem ge- 
schluckten Bissen voranlaufenden mikro- 
peristaltischen Welle den Schlund hinunter 
beeintraechtigt, behindert oder unmoeg- 
lich macht, kann das Syndrom der Acha- 
lasie des M. cricopharyngeus hervorrufen. 
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Zu den gewoehnlichen Ursachen gehoe- 
ren die Laehmung des Rachenplexus bei 
Kinderlachmung, einseitige oder doppel- 
seitige Rekurrenslaehmung und die Quer- 
durchtrennung des Rachens bei partieller 
Pharyngektomie. 


SUMARIO 


Uma sindrome caracteristica é descrita, 
evidenciada por um faringograma tipico: 
é causada por incoordenacaéo (por exemplo, 
acalade) do esfincter cricofaringéo. Muitas 
causas sao citadas com o registro de casos 
relacionadas com essa sindr6éme. 

Qualquer lesdo,-seja muscular, neuro- 
muscular ou neurogénica- interfere ou 
evita 0 desenvolvimento dos movimentos 
microperistalticos do faringe, na descida 
do bélo alimentar durante o ato da degluti- 
cao, produzindo a sindroéme de acalase do 
esfincter cricofaringéo. A paralizia do 
plexo faringéo apés poliomielite anterior, 
paralizia unilateral ou bilateral recurrente 
do nervo laringéo, ou a seccéo segmentar 
do faringe (apds faringectomia parcial) 
s40 as causas comuns da sindrome. 


RIASSUNTO 


Viene descritta una sindrome caratter- 
istica che si manifesta con un tipico farin- 
gogramma; é prodotta dalla incoordina- 
zione (acalasia) dello sfintere cricofaringeo. 
Ne vengon elencate le varie cause e descrit- 
ti casi tipici. 
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Qualunque lesione—muscolare, neuro- 
muscolare o nervosa—che ostacoli, distur- 
bi o impedisca la progressione delle onde 
microperistaltiche della faringe, che ac- 
compagnano un bolo alimentare durante 
l’atto della deglutizione, pud produrre la 
sindrome della acalasia del cricofaringeo. 
La paralisi del plesso faringeo dopo po- 
liomielite anteriore, la paralisi uni- o bi- 
laterale del ricorrente, la resezione seg- 
mentale della faringe (dopo faringectomia 
parziale) sono le cause pili comuni della 
sindrome. 
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Cancer and Heredity 


K. BLOND, M.D., L.R.C.P., L.R.C.S (Edin.), L.R.F.P.S. (Glasgow), F.I.C.S. 


HE idea that cancer is a hereditary 
and that its manifestations 
found many adherents. R. Remak (1854), 
Paget. (1855) and many others propa- 
gated the hereditary theory. Its main 
representatives, however, were Cohnheim 
(1877) and H. Ribbert (1904). Accord- 
ing to these authors, disseminated embry- 
onic cells are the causes of cancer. This 
view is based on histologic observations on 
teratomas of ovaries, testicles, branchio- 
genic cancers, so-called congenital dis- 
placement of hypernephromas in the liver, 
etc. Thus far nobody can explain why 
these misplaced cells or malformations 
should undergo a malignant change into 
cancer decades after birth, and lie dor- 
mant for such a long time. Nobody knows 
what factors cause the malignant trans- 
formation. The idea that one gene is 
necessary to make an individual person 
a victim of cancer has many adherents 
among geneticists. J. B. S. Haldane 
(1933) characterized this idea as ludi- 
crous. Nevertheless, clinicians, patholo- 
gists and surgeons accept the theory of 
heredity, on the basis of laboratory experi- 
ments. Experimental cancer research has 
produced evidence that chemical and phy- 
sical agents, roentgen rays, radium and 
aniline dyes are causes of cancer. These 
experiments are based on Virchow’s irri- 
tation theory. These cancers produced by 
external agents are, however, preventable, 
and 90 per cent are curable. 

Protection is possible against ‘“profes- 
sional cancers” — roentgen ray, radium, 
petrolatum, tar, aniline and traumatic can- 
cers; for instance, the Kashmir skin and 
the betel nut cancer. Geneticists have so 
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are subject to mendelian laws has. 


far not maintained that roentgenologists 
or mule skinners have inherited a special 
gene for their profession. These skin can- 
cers are environmental and not hereditary 
diseases. 

What about the spontaneous cancers of 
internal organs? Can surgeons accept the 
hereditary origin of these spontaneous 
cancers? If they do, then the question 
arises, how can an operation influence 
genes or destiny? Would it make any dif- 
ference whether such a cancer is operated 
on early or six months later? 

There is, of course, a strict indication 
for operation on some cancers, whether 
their origin is considered hereditary or 
not. Danger of hemorrhage, of perfora- 
tion, and of esophageal or intestinal ob- 
struction provide strict indications for 
surgical intervention. To accept the hered- 
itary theory, especially that of Cohnheim 
or Ribbert, and still to advocate “early 
operation” on internal organs is quite a 
different problem. 

The purpose of this paper is to prove 
that cancer is not a hereditary disease and 
that it is not caused by misplaced embry- 
onic cells but by toxic agents carried in 
the bloodstream to different organs. 

One who studies the official cancer death 
rates by organ and by sex in 1947 and 
1948 will find, according to Peller (1952), 
that 186,568 male and 185,392 female pa- 
tients died of cancer in the United States. 
Comparing these figures with those of pre- 
vious years, one comes to the conclusion 
that the cancer mortality rate within a 
certain period and within a certain coun- 
try does not change; it remains constant. 
In spite of great changes in organ distri- 
bution, the mortality rate for male and 
female patients remains, according to Pel- 
ler’s tables, constant at the rate of 129 
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and 127 respectively (per 100,000 per- 
sons). About 80 per cent of the adult 
male population of the U. S. A. died of 
malignant disease of the esophagus, the 
stomach, the rectum, the pancreas, the 
liver or the biliary system. These cancers 
are distributed over organs of metabolism 
and oxiginate in the organs draining into 
the portal vein. In analysing Peller’s sta- 
tistical data for the female, one finds that 
the death rate is not very different from 
the male’s; only a shift in the organ dis- 
tribution of cancer has taken place, char- 
acterized by a high incidence of cancer in 
the uterus and the breast. In my own 
book “The Liver”: Porta Malorum (1950) 
and in a paper published in 1942, I have 
tried to prove that the uterus has to be 
considered from the menarche till the 
climacteric as an organ of metabolism. 
The nidation of the fertilized germ cell 
in the mucosa of the uterus occasions the 
development of an organ, the placenta, 
which becomes the source of nutrition for 
the fetus. The latter passes its waste prod- 
ucts into the maternal blood via the pla- 
centa. The placenta is the liver, lung and 
intestine of the fetus. 

One of the first symptoms of pregnancy 
is the dusky discoloration of the vagina, 
the labia majora and the mons veneris, 
due to the dilation of veins, which indi- 
cates even in the first two weeks of preg- 
nancy that some circulatory changes are 
taking place in the uterus and in the geni- 
tal organs. 

With the development of the placenta a 
hepatopetal inversion of the venous blood 
flow from the uterus comes into operation. 
The liver is the detoxicating organ of the 
mother’s metabolism. Jt is generally ac- 
cepted that the uterus drains its venous 
blood into the inferior caval vein. Is it not 
probable that nature has devised some 
means by which the metabolic toxins of 
the uterus and the fetus enter the liver 
directly via the portal system? Changes 
in the direction of the blood stream ante 
partum and post partum occur in fetal life, 
and they occur in the genital organs of 
both male and female, physiologically and 
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pathologically. I have dealt with this prob- 
lem in detail (1932-1950). Nobody can 
deny that the uterus during the child bear- 
ing period becomes, functionally, an organ 
of metabolism, providing food and oxygen 
for the fetus and detoxicating its waste 
products. Taking this fact into account, 
one concludes that not 80 per cent but 90 
per cent of all cancers of the adult popu- 
lation originate in the organs of metabo- 
lism. 


In children, 15 to 20 per cent of all 
malignant diseases (including leukemia) 
occur, according to Peller, in the brain and 
7 to 9 per cent in the kidneys and adrenals. 
Sarcomas account for 31.6 per cent, leu- 
kemia for 42 per cent. The liver and the 
bile ducts participate only to the extent of 
1.3 per cent. In other words, more than 
90 per cent of all malignant growths in 
children originate outside the organs of 
metabolism. The circulation of blood in 
children is different from that of adults. 
Lung, liver, bile ducts, pancreas and in- 
testine have no physiologic function ante 
partum, Although the umbilical vein is 
a branch of the portal vein, there is no 
need for its blood to be detoxicated by the 
liver. Therefore nature has provided a 
by-pass, the venous duct of Arantius, 
through which the purified maternal blood 
can enter directly from the caval vein into 
the general circulation of the fetus. After 
birth the function of the placenta ceases 
and the mother no longer provides food 
and oxygen for the infant via the uterus; 
her breasts take over the nutritional func- 
tions. Metabolism of the infant starts, and 
metabolic products or even toxins from 
the child’s intestine enter the portal cir- 
culation and the liver. The liver of the 
infant now has to detoxicate and assimi- 
late foreign products. The venous by-pass 
must therefore be obliterated, to prevent 
the entrance of metabolites not yet assimi- 
lated into the general circulation. This 
obliteration of the venous duct of Arantius 
post partum can be considered as evidence 
that nature prevents the entrance of un- 
assimilated metabolic products into the 
general circulation. One should therefore 


. 

545 i 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


not be surprised that a similar mechanism 
has been provided for the mother herself 
and that a change in the direction of the 
maternal blood stream hepatopetally does 
actually occur at the beginning of preg- 
nancy. Further evidence can be provided 
that this change of the blood stream from 
the portal into the caval system takes 
place. Boyd, in his textbook of pathology, 
has described observations in the liver in 
the presence of eclampsia, stating: “The 
necrosis (in the liver) is peripheral in 
type being most marked around the portal 
vein... Syncytial masses from the pla- 
centa may be present in this area.” (The 
italics are mine.) In what other way can 
such syncytial masses of the placenta 
reach the liver except via portacaval anas- 
tomoses in a hepatopetal direction? 

There are many other facts providing 
evidence for preexisting portacaval shunts 
coming into operation in the presence of 
portal hypertension. The so-called Kruc- 
kenberg tumor of the ovaries has been and 
still is a riddle to clinicians and patholo- 
gists. This tumor represents a metastasis 
of a gastric cancer to the ovaries. Many 
fictitious theories have been advanced in 
the past to explain how cancer cells from 
the stomach can be carried, by-passing 
other organs, into the ovaries. The answer 
is, they are carried via portacaval shunts 
into the ovaries as a result of the inver- 
sion of the portal blood stream, a familiar 
symptom, known as Caput Medusae, in 
cases of hepatic cirrhosis, piles and vari- 
cose veins of the legs (Blond, 1932). 


What is the correct interpretation of 
this peculiar distribution of malignant 
change in adults and children? 

If cancer is due to dissemination of 
embryonic cells, why this peculiar distri- 
bution? Disseminated cells can be carried 
and deposited in different organs by the 
blood stream, but why, in 90 per cent of 
cases, they are deposited in organs drained 
by the portal vein—in other words, in the 
metabolic organs of adults—is a riddle 
which the theory of Cohnheim cannot ex- 
plain. In childhood the embryonic cells 
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had presumably to be carried via the um- 
bilical vein, the venous duct of Arantius, 
the right heart, foramen ovale, left heart, 
arterial duct of Botallus, into the aorta 
and deposited in the brain, muscles, bones 
and hemopoietic organs. This distribution 
of cancer represents another riddle. Are 
the embryonic cells coming from the fetus 
or the mother, or is one dealing with some- 
thing completely different from cells? Be- 
fore this question is answered, some other 
puzzling peculiarities of cancer distribu- 
tion must be considered. Cancer of the 
uterus and the breasts is practically un- 
known in girls before the menarche. These 
organs do not yet function, and function 
involves a greater supply of blood. Ac- 
cording to Peller, 58 per cent of all cancers 
in the female originate in the genital or- 
gans. Another puzzle must be solved. If 
one is dealing with disseminated embry- 
onic cells, why do cancers of the uterus 
and breasts not occur before the first 
menstruation? During the child-bearing 
period the incidence of cancer of the uter- 
us goes up. The more pregnancies, the 
higher the death rate from cancer of the 
genital organs. After the menopause, a 
change of life which is again characterized 
by circulatory changes, the incidence of 
cancer of the uterus decreases and cancer 
of other organs (e. g., the biliary system) 
and the breast increases. After the meno- 
pause, obliteration of portacaval shunts 
cuts off the uterus permanently from the 
portal circulation. Against the physiologic 
inversion of the portal blood flow during 
pregnancy one could raise the following 
objection: Why does the uterus not belong 
to the portal system, if this is important 
for its metabolic function during the child- 
bearing period? The answer is: This in- 
termittent drainage of the uterus into the 
portal system is of importance only for 
the time when the uterus has to perform 
metabolic functions, but not before puber- 
ty and not after the menopause. The 
economy in the drainage of organs hepa- 
topetally is of the highest interest. The 
intestinal tract and the organs participat- 
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ing in metabolism drain into the liver, 
with two exceptions: The esophagus and 
the lowest part of the rectum belong to the 
caval system, because they represent only 
passages for food or its remnants and do 
not participate in absorption and metab- 
olism. 

According to Peller’s statistical data, 
among women with genital cancer who 
had never been pregnant, 44 per cent have 
cancer of the cervix and 56 have cancer 
in other parts of the genital organs. In 
women with one pregnancy, 68 per cent 
have cervical cancers and 32 per cent have 
cancers affecting other parts. With the 
increasing number of pregnancies the pro- 
portion is constantly going up, until for 
women with 8 to 20 pregnancies the cor- 
responding figures are 84 per cent to 16 
per cent. “In total cancer incidence, nullae 
gravidae were neither better nor worse off 
than women with one pregnancy.” This 
riddle can be explained by vascular 
changes during pregnancy. The cervix 
represents the most rigid part of the 
uterus before the first pregnancy. One of 
the first and most reliable signs of preg- 
nancy is the sign of Hegar, the softening 
of the cervix in the region of the internal 
os, due to an increase in the blood supply. 
The elongated cervix becomes softer and 
shorter until it is dilated to such an extent 
that the head of the infant can pass 
through. Vascularization increases con- 
stantly from the fourth week of preg- 
nancy, and portacaval shunts dilate. As 
a rule the muscles of the uterus become 
hypertrophied, whereas the tonus of mus- 
cles of the cervix decreases. The con- 
tractibility of the uterus increases; that 
of the cervix decreases. During the in- 
volution period of the uterus the uterine 
musculature seals off the preexisting por- 
tacaval shunts, whereas the cervix does 
not contract completely. As the number of 
pregnancies increases, the muscles of the 
cervix are damaged and scarred, provid- 
ing just the environment in which cancer 
thrives. The weaker cervix muscles can- 
not completely seal off the preexisting por- 
tacaval shunts after the first pregnancy. 
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Another vascular change in the male 
physiologic picture also has a_ bearing 
on the distribution of cancer. The male 
climacteric starting above the age of 
50, is characterized by vascular changes 
in the corpora cavernosa; the vasa affer- 
entia become permanently or partly ob- 
literated, interrupting the male sexual life 
in a manner analogous to the female meno- 
pause. This change in circulation in the 
sexual organs of the male results in a 
rapid increase of the mortality rate of can- 
cer of the prostate. 

The peculiarities of cancer distribution, 
namely, the occurrence of 90 per cent of 
cancers of the adult population in the 
organs of metabolism and of 90 per cent 
of malignant diseases of childhood in or- 
gans with no relation to metabolism, have 
not only to be explained; they may even 
help to solve the problem of cancer. The 
changes in distribution of primary cancers 
follow distinct vascular changes corre- 


TABLE 1.—Deaths from Cancer Among the 
White Population of the United States in 1947 
and 1948, Classified by Organ and Sex* 


Male Female 
Buccal cavity and pharynx.......... 8,468 2,094 
Respiratory system ...................... 27,168 6,967 
Urinary organs .... .... 11,8438 6,169 
Leukemia and aleukemia.............. 8.305 6,020 
Central nervous system................ 4.282 
Intestines (without rectum)........ 19.889 23,686 
Liver and biliary system.............. 8,621 11,131 
Genital organs 
(including prostate) ................ 22,746 40,572 
Other and unspecified organs...... 16,112 14,974 
Rate for all organs 
per 100,000 persons.................... 129 127 


*All age groups. 


TABLE 2.—Number of Pregnancies in Relation to 
the Site of Origin of Cancer in the Genital Organs* 


(b) Percent of Cancer in 


Number of Other parts of 

Pregnancies (a) Cervix the Genitals (c) aandb 

68 32 100 

| 74 26 100 


*Women of all age groups; University Hospital, 
Vienna. 
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sponding to certain physiologic phases of 
life. These observations and statisti- 
cal data allow the formulation of a simple 
law of cancer distribution. The distribu- 
tion of spontaneous cancers of internal 
organs depends on distinct physiologic 
phases in the circulation of the blood. One 
may distinguish, therefore, the following 
circulatory phases: 

Phase 1.—Both sexes: Fetal blood cir- 
culation, with characteristic distribution 
of cancer in childhood. Ninety per cent of 
cancers arise in organs unrelated to fetal 
metabolism, as yet out of function, 

Phase 2.—Adults, both sexes: Ninety 
per cent of cancers arise in organs con- 
nected with metabolism, in organs drained 
by the portal vein. 

Phase 3.—Prior to first menstruation: 
Cancers of the uterus and breast are prac- 
tically unknown in girls, these organs 
being out of function. 

Phase 4.—Childbearing period: Inter- 
mittent uterine drainage into the portal 
system. Fifty-eight per cent of cancers 
arise in the genital organs of women, a 
characteristic shift as compared with the 
incidence of cancer in men. 

Phase 5.—(a) Female postmenopausal 
period: Obliteration of portacaval shunts; 
obliteration of vasa afferentia of the uter- 
us; cancer of the uterus decreasing, cancer 
of the breast and other organs increasing. 
(b) Male climacteric: Cessation of func- 
tion of the corpora cavernosa (oblitera- 
tion of vasa afferentia) ; rapid increase of 
cancer of the prostate. 


CONCLUSIONS 


1. As external cancers are caused by 
the action of chemical irritants on normal 
tissues that are not the sites of misplaced 
embryonic cells, there is no reason to be- 
lieve that cancers of internal organs are 
caused by different agents. 

2. The irritants causing cancers of in- 
ternal organs are carried by the blood 
stream to the organs of distribution. They 
are not cellular elements. 

3. Hereditary theories, including the 
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theory of Cohnheim and Ribbert that can- 
cer arises from disseminated embryonic 
cells, are wrong. No genes are responsible 
for cancer, which is caused by environ- 
mental agents. 

4. The fact that, in spite of a different 
cancer distribution among male and fe- 
male patients, the death rates for the two 
sexes are nearly equal provides evidence 
that cancer must be caused by some meta- 
bolic toxin carried by the blood stream to 
different organs, but originating from an 
external source affecting the two sexes of 
a given country in the same way. 

5. In adults, 90 per cent of cancers origi- 
nate in the organs coordinated in metab- 
olism. This leads to the conclusion that 
the toxin responsible for cancer may be 
a metabolic toxin. 

6. In children, about 90 per cent of 
cancers do not arise in the organs of 
metabolism. This may lead to the conclu- 
sion that the toxins entering the general 
circulation via the umbilical vein are de- 
rived from the maternal placenta, the 
latter being a metabolic organ during the 
childbearing period. 

Therefore, 90 per cent of all malignant 
growths take origin from organs of me- 
tabolism. 


RESUME 


1. Puisque les cancers externes sont con- 
sécutifs 4 une action chimique irritative 
des tissus normaux, il n’y a aucune raison 
de nier la méme étiologie pour les cancers 
des organes internes. 

2. Les substances irritanes qui aménent 
le cancer des organes internes sont ap- 
portées par le flot sanguin a ces mémes 
organes. 

3. Les théories de l’hérédité et celles de 
Dohnheim et Ribbert sont fausses. 

4. Méme si les organes cancérisés vari- 
ent d’aprés les sexes, les statistiques de 
mortalité sont les mémes pour les deux 
sexes et prouvent donc la théorie de toxine 
métabolique apportée par le courant san- 
guin aux organes atteints de cancer. 

5. 90% des adultes souffrant de cancer 
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sont atteints dans leurs organes qui sont 
en rapport avec le métabolisme: donc une 
toxine métabolique cancéreuse. 

6. Chez les enfants, 30% des cancers ne 
viennent pas des organes métaboliques. 
Ceci peut faire conclure a l’hypothése sui- 
vante: que les toxines cancérigénes arri- 
vent aux organes des enfants au placenta 
de la.amére par la veine ombélicale; le 
placenta est un organe métabolique de la 
gestation. 


SCHLUSSFOLGERUNGEN 


1. Da Krebse an der Aussenflaiche des 
Korpers durch die Wirkung chemischer 
Reizstoffe auf normales Gewebe, das keine 
verschleppten embryonalen Zellen enthalt, 
hervorgerufen werden kénnen, liegt kein 
Grund vor anzunehmen dass Krebse der 
inneren Organe durch andersartige Stoffe 
verursacht werden. 

2. Die Reizstoffe, welche Krebse an in- 
neren Organen produzieren, gelangen auf 
dem Blutwege zu den Organen der Aus- 
breitung der Krankheit. Die Stoffe sind 
keine zellularen Elemente. 

3. Die Vererbungstheorien, einschliess- 
lich der Theorien von Cohnheim und Rib- 
bert, dass Krebse aus verschleppten em- 
bryonalen Zellen entstehen, sind falsch. 
Krebse kénnen nicht Genen zugeschrieben 
werden, sondern verdanken ihre Ent- 
stehung Reizstoffen, die im Milieu vor- 
handen sind. 

4. Die Tatsache, dass trotz der ver- 
schiedenen Verteilung der Krebse auf 
Manner und Frauen die Sterblichkeit fiir 
beide Geschlechter fast gleich ist, beweist, 
dass der Krebs durch irgendein Stoff- 
wechselgift hervorgerufen sein muss, das 
zwar auf dem Blutwege in verschiedene 
Organe transportiert wird, aber doch von 
einer dusseren Quelle stammt, der beide 
Geschlechter in einem Lande gleichmassig 
ausgesetzt sind. 

5. 90 Prozent der Krebse der Erwach- 
senen entstehen in Organen, die am Stoff- 
wechsel beteiligt sind. Das fiihrt zu dem 
Schluss, dass das krebshervorrufende Gift 
ein Stoffwechselgift sein kénnte. 
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6. 90 Prozent der Krebse bei Kindern 
entstehen nicht in den Organen des Stoff- 
wechsels. Daraus kann man schliessen, 
dass die Gifte, die auf dem Wege iiber die 
Nabelschnur in den allgemeinen Blutkreis- 
lauf gelangen, aus der miitterlichen Pla- 
zenta stammen, die ja wahrend der 
Schwangerschaft als Stoffwechselorgan 
funktioniert. 


CONCLUSIONES 


1. Los canceres externos son producidos 
por la accién de quimicos irritantes sobre 
los tejidos normales que no son sitio de 
células embrionarias ectopicas. No hay 
razon para creer que los canceres de 6rga- 
nos internos son producidos por agentes 
diferentes, 

2. Los irritantes que producen los can- 
ceres de los 6rganos internos son llevados 
por la circulaci6n sanguinea a los 6rganos 
de distribucién. No son elementos celu- 
lares. 

3. Las teorias hereditarias incluyendo 
la de Cohnheim y la de Ribbert, de que el 
cancer se desarrolla de celulas embrio- 
narias, son errdneas. No hay genes re- 
sponsables del cancer que es producido 
por agentes del medio. 

4. El hecho de que a pesar de la difer- 
ente distribuci6n cancerosa entre el hom- 
bre y la mujer el grado de mortalidad es 
casi igual en ambos sexos, prueba que el 
cancer debe ser producido por alguna toxi- 
na metabolica llevada por la sangre a di- 
ferentes Organos pero originandose a par- 
tir de una fuente externa propia de la 
region y comtn a los dos sexos. 

5. En los adultos el 90 por ciento de los 
canceres se originan en Organos coordi- 
nados en el metabolismo. Esto lleva a la 
conclusion de que la toxina responsable del 
cancer puede ser una toxina metabdlica. 

6. En los nifios el 90 por ciento de los 
cAnceres no se originan en Organos del 
metabolismo. Esto lleva a la conclusién 
de que las toxinas entrando a la circula- 
cién general por la vena umbilical se deri- 
van de la placenta materna, siendo esta el 
organo metabdlico durante el embarazo. 
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CONCLUSIONI 


1. Dato che i cancri esterni sono causati 
dall’azione irritativa di agenti chimici sui 
tessuti normali, che non sono sede di cel- 
lule embrionali dislocate, non vi é ragi- 
one di credere che i cancri degli organi 
interni siano causati da agenti differenti. 

2. Gli agenti irritativi, causa del cancro 
degli crgani interni, sono portati agli or- 
gani di distribuzione dalla corrente emati- 
ca. Essi non sono elementi cellulari. 

3. Sono errate le teorie ereditarie, in- 
clusa la teoria di Cohnheim e Ribbert, che 
il eancro si origini da cellule embrionali 
disseminate. 

4. Il fatto che, a dispetto della differente 
distribuzion2 dei cancri nei maschi e nelle 
femmine, la mortalita sia pressocché urua- 
le nei due sessi, mette bene in evidenza 
come il canzro debba essere causato da 
qualche tossina metabolica, portata dalla 
corrente sanguigna in organi diversi, ma 
originatasi da un focus esterno comune ai 
due sessi. 

5. Negli adulti il 90% dei cancri si ori- 
ginano negli organi devoluti al metabolis- 
mo. Questo porta alla conclusione che la 
tossina responsabile del cancro possa es- 
sere una tossina metabolica. 

6. Nei bambini circa il 90% dei cancri 
non origina in organi del metabolismo. 


Foreign Interns and Residents Available 


Approved hospitals in the United States and Canada having openings for 
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Questo pud portare alla conclusione che 
le tossine, entrando nel circolo generale 
attraverso la vena ombelicale, vengano de- 
rivate dalla placenta, quest’ultima avendo, 
durante la gravidanza, funzione di organo 
metabolico. 

CONCLUSOES 


1. Partindo-se do principio de que os 
canceres externos sejam causados pela 
acao de irritantes quimicos sdbre os teci- 
dos normais, nao existem raz6es para se 
pensar que os canceres dos orgaos internos 
sejam produzidos por agentes diversos. 

2. As substancias irritantes que causa- 
riam o cancer nos orgaos internos seriam 
transportadas por via sanguinea. Nao 
existem elementos celulares. 

8. As teorias da hereditariedade, inclu- 
sive deCohnhein e Ribbert, estao erradas. 

4. O fato da existencia de distribuicao 
diferente entre os séres masculinos e femi- 
ninos, as taxas de mortalidade nos dois 
sexos, sAo evidencia de que 0 cancer deve 
sér causado por toxinas metabolicas trans- 
portadas pelo sistéma sanguineo. 

5. Nos adultos, 90% do canceres origi- 
nados nos orgaos internos estao ligados ao 
metabolismo. 

6. Na crianca se da justamente o inver- 
sO, 0 que vem corroborar a opiniao expla- 
nada pelo autor. 


interns and residents are requested to communicate with the Secretariat of the 


International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 
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Terminal Ileum Duplex 


D. U. McGREGOR, M.D., F.I.C.S.7 


of the ileum which is not to be con- 
fused with the condition described 
by Sir W. Arthurbut Lane in 1911 is a 
kinking of the small bowel apparently 
caused by shortening or constriction of 
the posterior peritoneum as it reflects onto 
the mesentery of the ileum. The result is 
doubling of a section of the terminal por- 
tion of the small bowel. This condition 
I have called termina] ileum duplex. 
Lane described a weak spot in the drain- 
age system at the end of the small intes- 
tine (the ileum). The cecum, which is 
the blind extremity of the intestinal tract, 
tends to become displaced into the true 
pelvis, which it occupies to the inconveni- 
ence of other important structures. This 
tendency to fall is met as before by the 
crystallization of lines of strain. These 
form bands external to the cecum and as- 
cending colon and fix these structures to 
the abdominal wall. The lowest secure 
the appendix and frequently cause it to 
kink, with the result that the portion be- 
yond the kink distends and produces 
symptoms of varying severity which are 
lumped under the term “appendicitis.” 
The strain internal to the cecum comes 
upon the termination of the ileum and the 
posterior layer of the mesentery. In the 
latter region the layer of peritoneum is 
formed which kinks the ileum in two 
planes, one vertical and angular and the 
other due to torsion, the new ligament 
gradually extending over the peritoneal 
aspect of the affected loop of intestine. 
These conditions were described in the 
British Medical Journal under the title 
The Kink of the Ileum in Intestinal Stasis. 
Stein of New York summarized the 


A N Abnormality of the terminal portion 


+Deceased. 
Submitted for publication Oct. 5, 1952. 


HAMILTON, ONTARIO, CANADA 


observation of Lane, Flint, Conrad and 
Reid from an embryologic standpoint as 
to the causes of the kinking and stated 
that Lane’s kink was observed in the last 
few inches of the terminal portion of the 
ileum and that the condition was caused 
by overdistention of the cecum resulting in 
prolapse. 

In a previous paper I stated that there 
was an abnormality of the terminal por- 
tion of the ileum which may be responsible 
for symptoms similar to those of other 
abdominal conditions. It frequently be- 
comes evident at operation but has not 
received its due attention from anatomists 
or surgeons contributing to the literature. 
This anomaly is a kinking of the small 
bowel at its terminal segment. 

Lane, delivering a lecture at Guy’s Hos- 
pital in 1911, stated, “One is appalled at 
the correspondence on a subject which 
lingers and then breaks out at intervals 
in the medical press.” This statement 
may merit considerable thought, as there 
may be similarities between his original 
observation and the facts that I am at- 
tempting to emphasize here. However, in 
my experience the condition described 
and called “terminal ileum duplex” may 
occur as far as 20 inches (50 cm.) from 
the ileocecal valve and extend almost to 
its entrance, and the reflection or constric- 
tion of the posterior layer of peritoneum 
causing the duplex does not, in my opinion, 
conform to the band described by Lane 
and others as the cause of Lan2’s kink or 
of pericolic membrane obstruction. 


The progressive development of ileum 
duplex is shown in the accompanying illus- 
tration, and although these are similar in 
form and location to Lane’s kink, I had the 
artist illustrate the stages in this position 
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Patient 


Sex 


Age 


Previous 
Operations 


Tentative 
Diagnosis 


Ileum, Duplex 


Distance 


from 
Valve, 


Grade Cm. 


Other Pathologic 
Conditions 


1 


F 


37 


Operation for 
recurring 
vagina fistula 


Tleum duplex 


3+ 12.5 


Chronic appendicitis 


23 


Herniotomy 


Acute appendicitis 


1+ 15 


Acute appendicitis 


47 


Appendectomy 


Obstruction 


1+ 


34 


15 


None; appendix 
normal 


36 


Appendicitis 


3+ 7.5 


Cat appendix 


54 


Hysterectomy 
and 
appendectomy 


Obstruction 


8+ 


Obstruction 


25 


Appendicitis 


None; appendix 
normal 


22 


Mesenteric 
glandular disease 


1+ 


None; appendix 
normal 


36 


Tleum duplex 


24 


None 


28 


Tleum duplex 


1+ 


None; appendix 
normal 


55 


Herniotomy and 
appendectomy 


Possible peritoni- 
tis; peptic ulcer 


24 


64 


Cholecystitis 


3+ 


Appendiceal fibro- 
sis; chronic infec- 
tious cholecystitis 


29 


Appendicitis 


2+ 


None; appendix 
normal 


36 


Pelvic procedure 


Dystrophy 


None; appendix 
normal 


42 


Obstruction 


44 


Chronic appendicitis 


54 


Appendicitis 


3+ 


Cat appendix 


15 


Appendicitis 


8+ 


Subacute 
appendicitis 


30 


Appendicitis 


8+ 


Cat appendix 


52 


Appendicitis 


3+ 


None; appendix 
normal 


24 


Appendicitis 


3+ 


Ovarian cyst; 
normal appendix 
normal 


Cholecystectomy 


an 
appendectomy 


Chronic 
appendicitis 


44 


Chronic appendicitis 


Chronic 
appendicitis 


B+ 


None; appendix 
normal 


Appendectomy 


Tleum duplex 


3+ 


Acute appendicitis 
552 


2+ 


Cat appendix 


3 M || |_| 
— 
ak. 
9 F = 
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14 F 125 
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TABLE 1.—(Cont’d)—Analysis of 44 Cases 


Appendicitis 38+ 


None; appendix 
normal 


Right nephrec- 
tomy and 
appendectomy 


Possible ileum 1+ 
duplex 


Chronic 


2+ 


appendicitis 


Appendicitis 38+ 


Cat appendix 


Obstruction 3+ 


None; appendix 
normal 


Dysmenorrhea 1+ 


Appendix fibrous 


Hysterectomy; 
appendectomy 


Possible ileum 44 
duplex 


Chronic cervicitis 


Appendicitis 38+ 


Fibrosis of appendix 


Diverticulitis 4+ 


None; appendix 
normal 


Appendicitis 2+. 


Cat appendix 


Acute appendicitis 2+ 


None; appendix 
normal 


Appendectomy Obstruction 4+ 


Appendectomy Obstruction 


Appendicitis 2+ 


Chronic appendicitis 


Appendicitis 2+ 


Acute appendicitis 


M 
M 
M 
M 
M 
M 
M 
M 
F 


Tubular gestation 38+ 


None; appendix 
normal 


Appendectomy 2+ 


Mesenteric glandu- 
lar disease 


34 Ileum duplex 


44 Subacute 
appendicitis 


36 Cholecystectomy ; Ileum duplex 1+ 


appendectomy; 
ovariectomy 


64 Carcinoma of 2+ 
cecum 


Cholecystic disease; 
carcinoma of cecum 


to demonstrate the ileum, the cecum and 
the appendix. 

One may visualize the posterior peri- 
toneum as it reflects upward onto the 
mesentery of the small bowel, and it is 
apparent that with shortening of the peri- 
toneum a section of the bowel would be 
drawn downward, forming a U (A). In 
subsequent stages (B, C and D) the du- 
plex becomes V-shaped until eventually 
it is complete and obstruction is acute. 

One year ago, in Postgraduate Medi- 


cine, I reported 37 cases encountered in 
the previous five-year period. Since then 
I have added 7 cases. 

Symptoms.—A history of eructations of 
gas, heartburn, waterbrash, pain chiefly 
referred to the lower right abdominal 
quadrant and accompanied by nausea and 
vomiting, minor at first but gradually in- 
creasing in severity, is usually elicited. 

In approximately 28 per cent of cases 
the appendix has been removed previously. 

The aforedescribed pain is apparently 


: 
27 M 25 | 20 
29 M 34 
32 40 SS 
33 62 15 
35 22 
38 19 | 
40 21 
41 18 mo. 10 
553 


NOVEMBER, 1953 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


\\\\ 


= 


Y 


)! 


jy)! 


} 


NS 
SA 


\\ 


Terminal ileum duplex. With shortening of the peritoneum a section 

of bowel is drawn forward (A), forming a U-shaped curve. In subse- 

quent stages the duplex changes —_ a U to a V as in drawings B, C 
and D. 


not related to meals, but when closely in- Diagnosis.—When normal peristalsis is 
terrogated the patients state that this passing the food bolus along the small 
symptom is cramplike, coming on gradu- _ bowel an interruption occurs at the point 
ally about five or six hours after the in- of partial or complete obstruction, pro- 


gestion of food or liquid. ducing a delay in the peristalic movement 
The pain reaches maximum severity and _ and resulting in pain or distress. 
then gradually subsides, after which there This phenomenon of delayed peristalsis 


is freedom from all symptoms for several as the wave advances toward the apex of 
hours. The temperature and pulse rate — the double ileum may be observed directly 
are not usually elevated. Urination and _ by the surgeon. 

bowel habits are seldom altered, and blood In diagnosing ileum duplex the case 
is not evident in the stools. Loss of appe- _history is important, with careful con- 
tite is common, owing to the patient’s fear sideration of the periodicity of distress 
of pain after taking food. throughout the twenty-four hour period. 
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TABLE 2.—Grade Distribution of Terminal Ileum 
Duplex in 44 Cases 


Grade No. of Cases 
+1 
+2 9 
+3 17 
+4 


Vomiting ... 33 
Elevated temperature 23 
Accelerated pulse 27 
Weight loss 10 


Normally, ingested food reaches the ter- 
minal portion of the ileum approximately 
six to eight hours after entering the stom- 
ach, provided no obstruction is encoun- 
tered in the intestine. It is easy to 
visualize peristalsis in the small bowel 
moving the food residue along to the point 
of semi-obstruction—the apex of the du- 
plex—where it is blocked. The resulting 
pain persists until the contents of the 
bowel have been forced past the area of 
obstruction, after which a period of relief 
ensues. 

If the roentgenologist is forewarned he 
may be of tremendous assistance in estab- 
lishing a preoperative diagnosis of ileum 
duplex. Careful roentgen examination, 
with close observation of the progress of 
the barium meal, may reveal a retarda- 
tion in its passage through the small bowel 
and verify the suspected delay in empty- 
ing of the terminal part of the ileum. 

Abdominal distress may be absent dur- 
ing periods of the day when the terminal 
portion of the bowel is empty. Palpation 
of the abdomen during this quiescent time 
will usually reveal no abnormality, but 
when the ileum is full there will be tender- 
ness in the right lower quadrant, severe 
even to the point of splinting. Rectal ex- 
amination as a rule gives negative results. 

Ileum duplex must be differentiated 
from acute appendicitis, mesenteric ade- 
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nitis, acute obstruction and Meckel’s di- 
verticulum. 

Of these, undoubtedly the most com- 
monly mistaken diagnosis is that of acute 
or chronic appendicitis. In patients who 
have undergone previous appendectomy 
without relief of symptoms, a careful 
history and physical examination, accom- 
panied by roentgen studies and considera- 
tion of the normal temperature, the nor- 
mal pulse rate and the normal leukocyte 
count, may provide the basis for a diag- 
nosis of ileum duplex. 

This abnormality occurs in patients of 
both sexes at all stages in life, but seems 
to occur more frequently in the third and 
fourth decades, Among the cases pre- 
sented in Table 1 were 3 members of the 
same family, all between 15 and 25 years 
old. One had previously been arpendecto- 
mized; in the cases of the other 2, the 
provisional diagnoses were ‘acute appen- 
dicitis” but at operation normal appen- 
dixes were observed. In each of the 3 
patients a duplex (plus 3) was subse- 
quently corrected, with complete relief. 

Surgical Procedure. — Preoperative 
Care: Complete physical examination and 
any necessary dental care usually advo- 
cated before an elective surgical proce- 
dure should be recommended. Complete 
laboratory examinations of the blood 
and urine should be ordered on the pa- 
tient’s admission to the hospital. A high 
calory, high protein, liquid diet should be 
given. Laxatives of choice are given until 
the entire bowel is free of fecal contents. 

Abdominal preparation of choice is pre- 
scribed for the day of operation. Preop- 


TABLE 4.—Number of Patients Previously 
Operated On 


Other operations ........... 9 


TABLE 5.—Age and Sex Incidence 
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erative sedation is ordered according to 
the anesthetist’s instructions. Preferably, 
the operation is performed with spinal an- 
esthesia, which produces a quiescent ab- 
domen for exploratory purposes, eliminat- 
ing unnecessary packing or manipulation 
of the bowel. 

Technic.—In exploring the abdomen the 
surgeon may find an appendix that ap- 
pears normal. Careful inspection of the 
terminal portion of the ileum may reveal 
partial or complete kinking of the small 
bowel and shortening of the posterior 
peritoneum, pulling down on the mesen- 
tery of the ileum. When this tension is 
released and the bowel brought upward 
and forward an area is left denuded. 

To provide a covering for this it is 
usually necessary to strip the peritoneum 
laterally and inwardly so that a plastic 
repair may be accomplished over this un- 
protected area. Without good visualiza- 
tion, the small vessels of the mesentery 
may be inadvertently destroyed. 

Postoperative care may be routine hos- 


pital procedure, with fluids and diet as 
tolerated by the patient. Sedation should 
be minimal, to avoid any interference with 
the peristalic movements of the intestine. 


SUMMARY 


An abnormality of the terminal portion 
of the ileum is described, differing from 
Lane’s kink or “intestinal stasis” of the 
ileum. It occurs in men and women of all 
ages but most frequently in patients be- 
tween 20 and 40 years of age. The author’s 
youngest patient was 18 months old and 
the oldest 64 years of age. 

The condition is characterized by pain 
produced by interference with the peri- 
stalic action of the ileum. 

Terminal ileum duplex may be diag- 
nosed preoperatively. Surgical repair defi- 
nitely will relieve the abdominal symptoms 
produced by this condition. 


ZUSAM MENFASSUNG 


Es wird eine Anomalie des Endabschnit- 
tes des Ileums beschrieben, die sich von der 
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Laneschen Knickung oder der “intestina- 
len Stasis” des Ileums unterscheidet. Die 
Anomalie tritt bei Mannern und Frauen 
jeden Alters auf, meist aber bei Kranken 
zwischen zwanzig und vierzig Jahren. Der 
jiingste Kranke in der Beobachtung des 
Verfassers war 18 Monate alt, der alteste 
64 Jahre. 

Die Erkrankung ist gekennzeichnet 
durch Schmerzen, die durch eine Stérung 
der Peristaltik des Ileums entstehen. 

Die Doppelung des Endabschnittes des 
Ileums kann vor der Operation diagnosti- 
ziert werden. Die chirurgische Korrektur 
beseitigt unfehlbar die durch die Erkran- 
kung hervorgerufenen Bauchsymptome. 


RESUME 


L’auteur décrit une anomalie de la por- 
tion terminale del’iléum différent de la 
coudure de LAN, ou stase intestinale de 
Viléum. 

Tous les ages et tous les sexes en sont 
affligés surtout entre 20 et 40 ans. Le plus 
jeune des cas de |’auteur avait 18 mois; 
le plus Aagé, 64 ans. Cette morbidité est 
caractérisée par de la douleur secondaire 
au péristaltisme de lintestin. Le diag- 
nostic peut se faire préopératoire. Le tra- 
tement est chirurgical. 


RIASSUNTO 


Viene descritta un’anomalia della 
porzione terminale dell’ileo, che differisce 
dalla “stasi intestinale’” dell’ileo. Essa si 
verifica in uomini e donne di tutte le eta 
ma il pitt spesso in pazienti fra i 20 ed i 
40 anni. I] pit giovane paziente visitato 
dall’Autore aveva 18 mesi, mentre il pit 
vecchio aveva 64 anni. 

Tale affezione é caratterizzata da dolore 
forte, provocato dalla interferenza alla 
peristalsi dell’iseo. 

L’ileo terminale doppio pud essere diag- 
nosticato pre-operatoriamente. L’interven- 
to chirurgico guarisce definitivamente i 
sintomi addominali prodotti da questa af- 
fezione. 
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RESUMEN 


Se describe una anormalidad de la por- 
cién terminal del ileum, diferente de aco- 
damiento de Lan 6 “estasis intestinal’ 
del iluem, Se presenta en el hombre y la 
mujer de todas las edades, pero es mas 
frecuente entre los 20 y los 40 anos de 
edad. El paciente mas joven del autor 
fué de?18 meses de edad y el mas viejo 
de 64 anos de edad. 

El padecimiento se caracteriza por dolor 
producido po rla interferencia de los movi- 
mientos peristalticos del ileum. 

El ileum terminal doble puede ser diag- 
nosticado preoperatoriamente. La correc- 
cién quirtrgica aliviara definitivamente 
los sintomas abdominales producidos por 
este padecimiento. 


McGREGOR: TERMINAL ILEUM DUPLEX 
RESUMO 


Descreve o autOr uma anormalidade no 
ileo terminal, diversa daquelas até entao 
registradas e estudadas. Pode ocorrer no 
homen ou na mulher, em qualquer idade, 
porém mais frequentemente em pacientes 
situados entre os 20 e 40 anos da idade, 
sendo que na estatistica do autor o doente 
mais jovem tinha 18 méses e 0 mais idoso 
64 anos. 

A condicao patologica descrita se ca- 
racterisa pelo sintoma dor, provocada pela 
interferencia sobre a acao peristalitica do 
ileo, 

O diagnostico deve sér pre-operatorio, e 
o tratamento cirtirgico radical vira fazer 
desaparecer todos os sintémas produzidos 
por tal] anormalidade. 


Diabetes—A Historical Note 


Just how long this disease has been prevalent we do not know, but it seems 
to have been known to the writer of the earliest medical document we possess, 
the papyrus, Ebers, which dates from approximately 1500 B.C. This venerable 
Egyptian document, now preserved in the University Library at Leipzig, was 
written about the time that Abraham left Haran to found the Jewish nation, 
three centuries before the birth of Moses, five hundred years before the birth 
of Homer, and one thousand years before the births of Hippocrates, Confucius, 
and Buddha ... From this early age, throughout the following centuries, we 
find only occasional references to this affliction. Galen, one of the greatest phy- 
sicians of antiquity, who practiced in Rome during the first century of the 

_ Christian era, was familiar with the disease, but said it was exceedingly rare 
and that he had seen but two cases in all of his extensive practice. 
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juries to the upper part of the ver- 

tebral column present a problem in 
symptomatic differentiation. It is often 
necessary to ascertain whether the symp- 
toms in the head are due to brain damage 
or whether they are due to damage in the 
neck and the upper part of the thoracic 
area, causing neural symptoms radiating 
to the head. 

In attempting to shed light on this sub- 
ject I have analyzed a series of cases at 
the Billig Clinic in which serious damage 
to the neck and upper part of the thorax 
was incurred but in which there was no 
direct trauma to the head. Trauma in this 
series of cases was the result of the whip- 
lash type of damage resulting from auto- 
mobile accidents, in which usually the pa- 
tient was seated in a car and the neck was 
violently jerked to and fro when the car 
was struck from the rear by another 
vehicle. 

Careful analysis of the picture pre- 
sented by the patients in these cases, in 
which any symptoms and signs referable 
to the head, would be the reflection of 
sensation from radiating nerve pathways 
from the cervical and upper dorsal region, 
reveals the following injuries: 

1. Narrowing of one or more of the 
cervical dorsal intervertebral discs, by 
compression, as revealed by roentgeno- 
graphic studies. These injuries in them- 
selves usually did not cause immediate 
pain, but as time went on the develop- 
ment of traumatic arthritic changes, due 
to altered mechanical stresses, was ob- 
served, Associated abnormalities were loss 
or reversal of the cervical curve and a 


injuries accompanied by in- 
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rare herniation of the intervertebral discs. 

2. Chip fractures, or compression dam- 
age of the lips of the vertebral bodies, 
which were sometimes displaced but more 
frequently in situ. 

8. Occasional compression fracture of 
the body of one or more vertebrae. No 
cases of complicating fracture of the 
lamina or of complete dislocation were 
selected for this series. 

4. Tear of the facet joint ligaments. This 
occurred in a small percentage of the cases 
and could be determined by resultant an- 
terior or posterior subluxation demon- 
strated by forward or backward shift of 
the relative positions of the vertebral 
bodies in roentgenographically determined 
alignment. In these cases the subluxation 
usually did not materialize until six 
months or more after the date of trauma, 
so that it is well to remember that all in- 
juries to the neck should be followed by 
periodic roentgenographic studies for sev- 
eral years after the following injury, with 
this point in mind. 

5. Pressure sensory hypersensitivity 
over the cervical dorsal area. This sensi- 
tivity extends to include the skin of the 
area and is similar to the type described 
by S. Weir Mitchell in his writings on 
causalgia. 

6. Immediate pain and muscular in- 
voluntary spasm restriction of motion in 
the neck and the upper part of the dorsal 
region. This is followed by a “strain con- 
tracture” developing in the fascial liga- 
mentous structures during the ensuing 
weeks and persisting as a fixed restriction 
of motion until it is released by progressive 
accumulative gentle mobilization stretch- 
ing. This mobilization stretching usually 
takes several months to accomplish and is 
something like climbing up three stairs 
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and sliding back two. At the Billig Clinic 
the most satisfactory means of accomplish- 
ing it has been found to be forced active 
rotation of head, neck and thorax to each 
side by the patient at routine intervals for 
three periods daily. Aid is given by a 
therapist who makes three visits weekly, 
so as to insure progression, continuity and 
accuracy. In all cases, both in testing and 
in therapy, when motion is attempted past 
the point of restriction, the symptoms 
complained of, including those radiating 
to the head and arm, are exacerbated, so 
that it is possible to guide the stretching 
by elicitation of symptoms and make sure 
that the proper directions for loosening 
are carried out. 

7. Electromyographic evidence of motor 
nerve. This was found by testing the mus- 
cles supplied by the cervical dorsal motor 
nerve fibers. In testing by forced motion 
as described under Point 6, evidence of 
compression stimulus of the motor nerve 
fibers by the fascial ligamentous contrac- 
ture could be demonstrated with the elec- 
tromyograph by means of the increased 
motor unit activity with each increased 
forced rotation of the neck and the upper 
thoracic portion of the spine.’ This was 
quite dramatic and has been repeated over 
and over again for diagnostic, demonstra- 
tion and teaching purposes. 

8. Sensory pain referable to the spinal 
peripheral nerves. This was complained of 
as radiating to the head in the distribution 
of the great occipital, small occipital, cervi- 
cal cutaneous or other ramifications of the 
cervical plexus (the patients frequently 
pointed to the temple as the location of 
painful “headache’’). A few complained 
of hypersensitivity of the scalp in the 
region of distribution of these nerves. 
An occasional patient complained of fa- 
cial neuralgia, up to and including the 
severity of tic douloureux. These patients 
tended to a chronic causalgia-like facial 
neuralgia persisting for years after the 
trauma; they were included in this series 
to demonstrate one of the symptoms that 
tend to persist. Treatment, with relief of 
this symptom, followed the same pattern 
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as described under Point 6. 

9. Pain referable to the spinal peri- 
pheral nerves with complaint of radiation 
out to the arm and the upper intercostal 
areas in the distribution of the cervical 
dorsal sensory nerve fibers. This was fre- 
quently observed. Radiating into the arm 
most frequently took the pattern of dis- 
tribution of the ulnar nerve. ~ 


10. Disturbance of cervical postural re- 
flexes. Symptoms of this kind of injury 
could be determined by a history of dis- 
cordination immediately following the 
trauma. In testing, this could also be 
demonstrated by means of the forced cervi- 
cal dorsal rotation. 

11. “Blurred vision” unrelated to ocular 
visual defects. This was complained of in 
nearly all of the cases. In those of severe 
involvement the blurred vision was per- 
sistent, and those in which the involvement 
was milder it was described as transitory. 
Some of the patients described this symp- 
tom differently; e.g., “Objects seem to re- 
cede from them” or “I seem to lose my 
focus.” Observation of the eye during a 
test of the cervicodorsal extent of rotatory 
mobility revealed wide unilateral mydriasis 
regularly occurring with each forced rota- 
tion and maintaining itself until the forced 
rotatory pressure was released. In many 
of these patients active voluntary rotation 
of the neck to the restrictive ligamentous 
limit elicited the wide unilateral mydriasis 
without the necessity of passive aid. It is 
noteworthy that at the time of the forced 
rotatory motion of the neck and the upper 
part of the back there was also, as stated 
under Point 6, an exacerbation of the 
sensory pain distributed along the nerve 
pattern of the spinal cervical plexus. An 
even more noteworthy observation is that 
at the time of mydriasis there was pro- 
duced on the ipsilateral side of the face 
a vascular constriction and hidrosis, the 
cold, clammy beads of sweat breaking out 
within a few minutes and persisting for 
fifteen or twenty minutes or more. It was 
concluded that this combination of signs 
represents a form of hyperstimulation of 
the cervical sympathetic division, coming 
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from the first, second and third thoracic 
nerves and traversing the cervical ganglia 
to become distributed to the head and eye 
from the superior cervical ganglia. In 
fact, the signs and symptoms elicited are 
exactly opposite to those present when the 
cervical sympathetic division has been in- 
terrupted (Horner’s syndrome). 

The careful study of causalgia dating 
back to S. Weir Mitchell’s descriptions and 
including analysis of the functional bal- 
ance of the autonomic nervous system as 
first brought to attention by J. E. Langley, 
has led many investigators into the field 
of autonomic nerve surgery as well as drug 
control therapy. In many ways the afore- 
described symptoms and signs in the head 
and eyes following cervical dorsal injuries 
resemble those of causalgia, and it has been 
suspected that causalgia is connected with 
overfunction of the sympathetic nerves. 

On the basis of this line of reasoning, a 
carefully planned remobilization of the 
neck and the upper part of the back by 
means of progressive stretching exercises 
has been carried out in order to free the 
nerves from their constriction stimuli in 
their foraminal pathways through the con- 
tracted fascial ligamentous structure. It 
has been attended with gratifying elimina- 
tion of symptoms and signs. It has been 
noted that, once full rotatory range of mo- 
tion in the neck and the upper dorsal por- 
tion of the spine has been obtained, the 
patients become symptom-free. However, 
it has also been noted that if they do not 
continue sufficient mobilization stretching 
exercises to maintain the full range of mo- 
tion they are subject to recurrence. A 
number of patients who, when they became 
symptom-free, disobeyed instructions and 
stopped the exercises completely, have had 
to return for a repeat series of progressive 
gentle accumulative mobilization stretch- 
ings in order to regain the normal range 
of motion. 


SUMMARY 
1. The various signs and symptoms in 


the head and eye resulting from injury to 
the cervical dorsal area are listed. 


560 


NOVEMBER, 1953 


2. Cephalic and ocular symptoms and 
signs consistent with overstimulation of 
the cervical sympathetic division following 
traumatic whiplash injuries to the cervical 
dorsal area are described. 

3. It is suggested that the cause of per- 
sistence of signs and symptoms is abnor- 
mal compression simulation of the fo- 
raminal nerve due to strain contracture of 
the fascial ligamentous structures follow- 
ing trauma. 

4. A method of obtaining relief of symp- 
toms and signs by release of foramina] 
nerve compression, involving progressive 
accumulative stretching-loosening mobili- 
zation of the fascial ligaments, is pre- 
sented. 

5. The importance of differentiation of 
such symptoms from those due to brain 
injury is emphasized. 


RESUMEN 


1. Se enumeran los signos y sintomas 
de la cabeza y ojo resultantes de la lesién 
en el area cervico dorsal. 

2. Se describen los sintomas cefalicos 
y oculares con estimulacion del simpatico 
cervical, siguientes a lesiones traumaticas 
del area cervicodorsal. 

3. Se sugiere que la causa de persisten- 
cia de sintomas y signos es la compresion 
anormal que estimula el nervio del fora- 
men debido a la contractura de las estruc- 
turas ligamentosas fasciales después del 
traumatismo. 

4. Se presenta un método para aliviar 
los sintomas y signos liberando la com- 
presién del nervio por medio de la mobi- 
lizacién progresiva estiramiento-aflojami- 
ento de las estructuras ligamentosas 
fasciales. 

5. Se hace notar la importancia de la 
diferenciacién de tales sintomas de los 
debidos a lesion cerebral. 


ZUSAMMENFASSUNG 


1. Es werden die verschiedenen Befunde 
und Symptome am Kopf und Auge auf- 
gezahlt, die als Folge von Verletzung der 
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Hals-Riickengegend entstehen. 

2. Es werden Kopf- und Augensympto- 
me beschrieben, die im Anschluss an peit- 
schenschlagahnliche Verletzungen der 
Hals-Riickengegend auftreten und der 
Ausdruck einer Ueberreizung des Halsab- 
schnittes des Sympathikus sind. 

3. Als Ursache fiir das Anhalten der Be- 
funde und Beschwerden wird eine unnor- 
male Druckreizung des Nerven im Fora- 
men angesehen, die durch eine Stauchungs- 
kontraktur der Faszien und Bander im 
Anschluss an die Verletzung zustande 
kommt. 

4, Es wird ein Verfahren beschrieben, 
die Symptome und Krankheitszeichen 
durch Entlastung des Nerven vom Druck 
zu beseitigen, was durcch allmahliche ge- 
steigerte Streckungs- und Entspannungs- 
bewegungen der Faszien und Bander ge- 
schieht. 

5. Es wird hervorgehoben, wie wichtig 
es ist, die hier erérterten Symptome von 
den durch Hirnverletzungen bedingten 
Krankheitszeichen zu unterscheiden. 


RESUMO 


1. Sio enumerados os sinais e sintémas 
evidenciados sdbre a visao e a cabeca, re- 
sultantes de traumatismos sdbre a regiao 
dorvico-dorsal. 

2. Descreve o autér os sintémas e sinais 
oculares e cefalicos com exacerbacao do 


simpatico cervical, consequentes a feridas. 


traumaticas da regiao cervico-dorsal. 

8. Sugere que a causa da persistencia de 
tais sintémas e sinais séja uma compres- 
sao anormal exagerada de elementos ner- 
vosos. 

4. E apresentado um processo para ob- 
ter melhoria de tais complicacées, o qual 
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tem por base uma mobilisacéo dos liga- 
mentos faciais. 


RESUME 


L’auteur décrit la symptomatologie des 
lésions de la région dorso-cervicale en re- 
lation evac l’oeil et la téte. Des signes 
persistent 4 !’oeil et a la téte par stimulus 
exagéré du sympathique cervical. Ces 
signes sont secondaires 4 une compression 
anormale avec une stimulation des nerfs 
faciaux. On peut obtenir un relachement 
de cette tension faciale secondaire a la 
compression par un procédé que |’auteur 
décrit. Il est important de faire un diag- 
nostic différentiel d’avec les traumatismes 
cérébraux, 


RIASSUNTO 


1. Vengono elencati i vari segni cefalici 
ed oculari risultanti dopo traumi della 
regione cervico-dorsale. 

2. Vengono descritti i vari segni cefalici 
ed oculari in rapporto ad una irritazione 
del simpatico consecutiva a traumi della 
regione cervico-dorsale. 

3. Viene affacciata l’ipotesi che la per- 
sistenza dei segni oculari e cefalici é legata 
ad un abnorme azione irritativa sulle radi- 
ci nervose, dovuta ad una violenta contra- 
zione dei ligamenti consecutiva al trauma. 

4. Viene descritto un metodo tarapeutico 
dei segni oculari e cefalici avente lo scopo 
di far cessare la compressione sulle radici 
nervose a mezzo di una progressiva gin- 
nastica dei ligamenti. 

5. Viene sottolineata la necessita di dif- 
ferenziare tali segni da quelli derivanti da 
un trauma del cervello. 
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Osteochondroma of the Tendon Sheath 
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tissue envelope consisting of an outer 

fibrous layer and an inner synovial 
layer resembling closely the lining of 
joint cavities and bursae. Except for 
ganglia, neoplasms originating in tendon 
sheaths are not common, but both benign 
and malignant forms have been described. 
King has emphasized the essential unity 
of all these tumors, inherent in their 
origin, and has grouped them all] as teno- 
synoviomas. He has also emphasized the 
presence of synovial spaces in the tumor 
tissue as an important and characteristic 
feature. The benign varieties include 
ganglion, the giant-cell tumor or xantho- 
ma, fibroma, chondroma and _ osteochon- 
droma. The malignant form is the malig- 
nant synovioma or synovial sarcoma. Ex- 
perience over a six-year period in the 
pathology department at Presbyterian 
Hospital includes the following tumors of 
the tendon sheath: 87 ganglions, 26 be- 
nign synoviomas of the giant-cell type, 1 
fibroma showing areas of osteoid and car- 
tilaginous tissue, 1 osteochondroma and 1 
synovioma of questionable malignancy 
(three years without recurrence after 
wide local excision) . 

Chondroma and osteochondroma, the 
particular subjects of this report, are 
rare, and most of those reported have been 
small. A history of injury has been noted 
in some cases, and repeated minor trau- 
mas incident to walking or to the use of 
the hand may be a determining factor in 
the location of many of these tumors in 
the foot or in the hand. 

The pathogenesis of chondroma and 
osteochondroma of the tendon sheath, 


Te tendon sheath is a connective 


*Pathologist, Presbyterian Hospital. 
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springing from tissue that contains nei- 
ther cartilage nor bone, is a point of in- 
terest. Morton has pointed out the close 
biologic ,relation between tumors of the 
tendon sheath and tumors of the joints 
and bursae and has likened chondroma 
and osteochondroma of the tendon sheath 
to chondromatosis of the joints and bur- 
sae. The latter condition has been defined 
by Luck as consisting of “multiple benign 
osteocartilaginous tumors having their 
origin in the synovial membrane and sub- 
synovia.” Except for reactive changes, 
the articular cartilage and the articular 
cortex are not involved. Sir Benjamin 
Brodie, writing more than a hundred 
years ago, considered this a neoplasm, and 
it has been generally so considered since. 
Hugh Jones, writing on “synovial osteo- 
chondromatosis,” seems to have expressed 
essential agreement with Morton in con- 
sidering the condition a single entity, 
whether it occurs in a tendon sheath, a 
joint cavity or a bursa, and reports cases 
of its occurrence in each. He too con- 
sidered it neoplastic. Some men have 
postulated the presence of cell rests to 
explain the development of cartilage from 
the synovial membrane. In the opinion of 
Morton the cells of synovial membrane 
possess potentialities for the production 
of cartilage through metaplasia. He pre- 
sented an interesting case as showing the 
transition of synovial cells to cartilage, 
a chondroma of the tendon sheath in the 
making. This seems to be the sounder 
view. 

Geschickter and Copeland wrote that 
“both benign osteochondroma and chon- 
drosarcoma may arise within the tendon 
sheaths independently of bone, just above 
the point of osseous insertion, where pre- 
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cartilaginous tissue normally persists.” 
However, cases have been reported in 
which the tumor arose far from the point 
of insertion, and that is true of the case 
reported here. This case is remarkable 
for the slow growth of the tumor over 
a period of thirty years, for the large 
size of the growth and for its unique 
appearance; it consisted of hundreds of 
glistening little cartilaginous nodules, 
massed together. There was a definite his- 
tory of injury. 


REPORT OF A CASE 


H. B. F., a white man, was 55 years of age 
when first seen by us in 1947. He had always 
led an active, outdoor life and was well devel- 
oped but lean. He complained of hard knots 
that had formed on the outer aspect of the 
left ankle, associated with some pain and stiff- 
ness. He stated that he had injured the ankle 
twenty-five years earlier, when a horse that 
he was riding stumbled and fell and his left 
foot and ankle were caught beneath the horse. 
There was no fracture at the time. The in- 
jured ankle quickly improved, and the patient 
had no disability, but at that time he first 
noticed the hard knots of which he complained 
soon afterward. In 1943 he fractured his left 
leg 7 inches (17.5 cm.) below the knee joint 
and wore a plaster cast for two months. It 
was soon after this cast was removed that he 
first noticed stiffness and discomfort in the 
region of the ankle. Physical examination on 
Jan. 2, 1947, showed two groups of massed 
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hard nodules along tendons of the left peroneal ~ 


muscles back of the lateral malleolus and be- 
low it. The nodules were distributed over a 
length of 5 inches (12.5 cm.). The most promi- 
nent part of the lateral surface of the ankle was 
not the lateral malleolus but a mass of nodules 
inferior to it. The skin was very thin and 
showed evidence of pressure over this promi- 
nent mass. Only at this point was there lack 
of motion between the skin and the tumor 
mass. There was slight limitation of motion 
of the left ankle joint as compared with the 
right. Operation was advised at this time 
but was deferred by the patient. 

It was six years later (Jan. 16, 1953) when 
the patient was examined again. Growth of 
the tumor mass had been very slow, the length 
of the tendon now involved being but 5% 
inches (13.7 cm.) as compared to 5 inches 
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OSTEOCHONDROMA OF TENDON SHEATH 


Fig. 1.—Osteochondroma as seen at operation. 


(12.5 cm.) on the first examination. But the 
mass was more prominent, and it was becom- 
ing increasingly difficult for the patient to put 
on his shoe and to walk once the shoe was on. 
The mass was so hard that it was judged to be 
calcareous, but this was disproved by roentgen 
examination, which showed no bone or calci- 
fication except for a solitary 5 mm. calcifica- 
tion lying posterior to the distal fibular shaft. 

The patient was admitted to the Presby- 
terian Hospital in Denver, and operation was 
done on February 6. The mass was inseparable 
from the common sheath surrounding the ten- 
dons of the peroneous longus and peroneus 
brevis muscles. It did not invade and was 
readily separated from the tendons. It was 
not attached to the bone. It was readily sep- 
arated from surrounding tissues everywhere 
except where it was adherent to skin at the 
pressure point noted clinically. It was dis- 
sected free and removed. The report of the 
pathologist was as follows: 

“The specimen consists of a 72 Gm., 14 by 
2.5 to 4 by 2.5 cm. piece of irregularly shaped, 
hard, at times bony, yellowish to grayish white 
piece of tissue which, upon sectioning, cuts 
with marked resistance, with a gritty noise. 
It presents a shiny white cut surface, showing 
lobular markings. Submitted separately are 
several hard shiny white irregularly shaped 
nodules, measuring 1 cm., which present a 
shiny, translucent white cut surface. Micro- 
scopic study reveals cartilaginous tissue show- 
ing, in some areas, calcification with osteoid 
type of tissue formation. Malignant change is 
not observed. Diagnosis: Osteochondroma of 
the tendon sheath, left ankle.” 

The patient made an uneventful recovery 
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Fig. 2.—A, section revealing predominance of cartilage (hematoxylin and 
eosin). B, section revealing osteoid i. and cartilage (hematoxylin and 
eosin). 
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and was normal on examination four months 
after operation. 


SUMMARY 


1. The tendon sheath is a tissue of many 
potentialities, giving rise to a wide variety 
of connective tissue tumors, all of which 
may be classified as tenosynoviomas. 

2. An unusual case of benign tenosyno- 
vioma, (variety, osteochondroma) is re- 
ported. 

ZUSAM MENFASSUNG 


1. Die Sehnenscheide stellt ein Gewebe 
dar, das viele Méglichkeiten der Trans- 
formierung in sich tragt und den Boden 
fiir eine Reihe recht verschiedenartiger 
Bindegewebsgeschwiilste, die alle in die 
Gruppe der Tendosynoviome eingereiht 
werden kénnen, bildet. 

2. Es wird ein ungewohnlicher Fall eines 
gutartigen Tendosynovioms (von der 
Abart des Osteochondroms) berichtet. 


RESUME 


La gaine tendineuse est la source d’une 
grande variété de tumeurs dites ténosyno- 
viomes. L’auteur en rapporte un: cas bénin. 


RESUMO 


1. As bainhas tendinosas constituem um 
tecido de grande potencialidade, servindo, 
por isso mesmo, de séde para o desenvol- 
vimento de consideravel variedade de tu- 
mores conjuntivos, os quais porem sér 
classificados, em geral, como tenosinovid- 
mas. 

2. E registrade um caso raro de teno- 
sinovidma benigno (osteocondréma). 


RIASSUNTO 


1. Le guaine tendinee possono dar luogo 
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ad una grande varieta di tumori connetti- 
vali, che vanno classificati col termine di 
tenosinoviomi. 

2. Viene descritto un raro caso di teno- 
sinovioma benigno, (varieta osteocondro- 
ma) 


RESUMEN 


1. La vaina tendinosa es un tejido multi- 
potencial dando lugar a una gran variedad 
de tumores de tejido conectivo, que pueden 
ser clasificados en su totalidad como tendo- 
sinoviomas. 

2. Se comunica un caso raro de tendo- 
sinc ‘ioma benigno (variedad osteocondro- 
ma). 
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Conservative Treatment of Tumors 


of the Bladder 


WI_LIAM A. MI_NER, M.D., F.A.CS. 
ALBANY, NEW YORK 


HEN one speaks of conservative 

NV treatment of any disease, one in- 

stinetively refers to a form of ther- 

apy which, in terms of other recognized 

methods of treatment, is attended by an 

appreciably lower mortality and morbidi- 

ty rate. Transurethral treatment of vesi- 

cal tumors seems to fulfill both of these 
stipulations. 

In this paper I shall confine my com- 
ments exclusively to the-use of transure- 
thral resection, with or without radon 
seed implantation, in the treatment or 
cure of tumors of the bladder. 

Bladder tumors can be roughly classi- 
fied into three categories, according to 
their potential curability when first seen: 

1. Tumors of a fairly low degree of ma- 
lignancy that involve only the mucosa or 
the submucosa; i. e., tumors of Stages O 
and A as classified by Marshall! and 
Jewett.? Patients in this group either have 
extremely benign tumors or have pre- 
sented themselves for diagnosis and treat- 
ment early in the course of the disease. 

2. Tumors of a relatively high degree of 
malignancy, or neglected tumors that in- 
volve the muscle of the bladder wall to 
varying degrees but do not penetrate the 
muscle layer completely. These fall into 
the B, and B, classification of Marshall 
and Jewett. The clinical history frequently 
reveals neglect; in other cases the growths 
were extremely malignant in the first 
place and are rapidly progressing. 

38. Tumors of the C and D stages, with 
actual invasion of the perivesical fat with 
or without extensions or lymph node me- 
tastases. 

From the Department of Urology, Albany Medical College 


and Albany Hospital. 
Submitted for publication Sept. 17, 1952. 


Tumors of the first category, namely, 
those of Stages O and A, can be adequately 
treated by transurethral resection alone. 
Those of Stages B, and B. can usually be 
adequately treated by transurethral re- 
section, with or without the additional use 
of cystoscopic radon seed implantation. 
Tumors of Stages C and D are best treated 
by ultraradical operation although a few 
Stage C tumors may be cured by radon 
seed implantation and palliation may 
sometimes be accomplishzd even in this 
serious stage. 

In brief analysis of the causes of failure 
in a given number of cases of bladder 
tumor, I should place first the failure of 
the patient to come for diagnosis and 
treatment at the first stage of the disease. 
I reviewed 245 cases in 1943* and found 
that even though hematuria was the pre- 
senting symptom in over 94 per cent of 
the cases, period that elapsed before the 
patient finally appeared for diagnosis and 
treatment was twelve months and fifteen 
days. I am sorry to say this was not 
always the patient’s fault. 

Second on the list is inadequate treat- 
ment. In some instances this results from 
errors in judgment, but more frequently it 
is because the patient’s physical condition 
makes anything but conservative surgical 
intervention out of the question. 

Third and last is lack of proper follow- 
up. I am sincerely convinced that the 
more thoroughly a patient understands 
the seriousness of his disease, the more 
regularly he will return for follow-up ex- 
aminations. This conviction is well borne 
out in the report of cases to follow. 

The solution of these three problems is 
to be found in better education of both 
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TABLE 1.—Seventy-Two Cases of Papilloma of the 
Bladder Treated by Transurethral Resection 


Alive Dead Not Followed 
Without With Without With Without With 
Tumor Tumor Tumor Tumor Tumor’ Tumor 


Years 


i 6 15 1 
2 4 | 
3 1 2 
4 2 
5 6 3 3 
6 5 1 i 
5 3 
8 2 
9 2 
10 1 
11 
iZ 1 
22 20 29 1 
Depth of Extension 
Classification 
O—46 
A—24 


Unclassified—2 


the patient and the referring physician. 
This will somewhat decrease the number 
of patients in the second group; in other 
words those who are beyond help. The 
question of the last group, of course, is 
directly dependent upon the constant dili- 
gence of the operating surgeon. © 

The technic of transurethral resection 
of bladder tumors is really not difficult. 
An attempt is made to resect all of the 
tumor, with a margin of at least .05 to 1 


cm. of normal bladder mucosa and sub- | 


mucosa, depending upon the apparent 
clinical degree of malignancy and exten- 
sion. 

Tumor tissue is readily recognized as 
a homogenous granuloid tissue. The blad- 
der muscle is smooth and readily recog- 
nized in its typical bundle form. 

In all tumors that do not extend be- 
yond the muscle layer the appearance of 
the tissue is usually a guide to the accu- 
racy of the resection. 

Preoperative bimanual examination is 
of inestimable value in determining the 
possible depth of resection required. 

Postoperative bimanual examination 
will reveal to a large extent the degree to 
which a palpable tumor has been removed 
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and usually is of great prognostic signifi- 
cance. 

After resection of the tumor, the base 
is lightly fulgurated, with adequate con- 
trol of all bleeding points. If the tumor 
extends more deeply than one can safely 
resect, then 1.5 millicure radon seeds are 
implanted at 1 cm. intervals in such a way 
as to irradiate 0.5 to 1 cm. of normal mar- 
gin, to destroy any small groups of cells 
that may have invaded the perivascular 
areas or lymphatics. 

When radon is used the catheter is con- 
nected to a drainage tube, which is kept 
18 inches (45.7 cm.) above the level of 
the bladder so as to keep the bladder par- 
tially filled at all times. This prevents 
irradiation of the opposite bladder wall 
and the discomfort so commonly described 
as following the irradiation treatment of 
vesical cancer. 

“Violent contraction of the bladder to- 
ward the loop, which sometimes occurs 
when resection is done on the lateral walls, 
can be prevented by reducing the current 


TABLE 2.—Seventy-Six Cases of Infiltrating 
Cancer Treated by Transurethral Resection 
and Radon 


Alive Dea Not Followed 
Without With Without With Without With 
Tumor Tumor Tumor Tumor Tumor Tumor 


Years 


1 5 34 4 1 
2 2 5 1 1 
3 1 4° 
4 1 
5 1 1 2 
6 1 1 5 
2° 
8 1 
9 
10 1x 
11 
12 
13 
3 3 12 50 5 2 
Depth of Extension x—Multiple recurrence 
Classification of new tumors 
A—2 C—5 *__Sickle cell cancer 


thought to be due 


B:-—35  Unclassified—2 to radiation 
°—Malignant melanoma 


(secondary) 
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TABLE 3.—One Hundred and Forty-One Cases of 
Infiltrating Cancer Treated by Transurethral 
Resection Alone 


Years Alive Dead Not Followed 
Without With Without With Without With 
Tumor Tumor Tumor Tumor Tumor Tumor 

1 9 49 18 

2 3 9 8 

3 3 1 1 

4 4 3 4 

5 6 3 

6 4 1 

7 1 3 

8 4° 

9 


22 26 


Depth of Extension °_One case having 


Classification multiple recurrence of 
A—33 D,—18 adenocarci- 
B—8 D:—1 Three cases carcinoma 
in a diverticulum 


Operative mortality 
—2 cases 


and resecting with the bladder as nearly 
empty as one can permit and still obtain 
proper visualization. 

Tumors on the anterior wall can be 
readily resected by having an assistant 
exert proper suprapubic pressure to bring 
the tumor area well into view. 

Great care is employed in selecting the 
proper specimen for microscopic study. 
The deepest section, involving bladder 
muscle, is the one usually selected. This 
will accurately demonstrate the penetra- 
tion of tumor into muscle and also give a 
proper histologic picture to serve as a 
basis for grading.* The piece is transfixed 
vertically with a common pin so that the 
pathologist may be able to place it in a 
paraffin block in such a manner as to per- 
mit the cutting of accurate vertical sec- 
tions showing the deepest portion of the 
lesion. 

Postoperative care is simple. The pa- 
tient is allowed a regular diet, and fluids 
are forced. For superficial tumors (Stages 
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O and A) the catheter is removed in 
twenty-four hours. For deep tumors, the 
catheter is usually left in for four days. 
This allows a protective inflammatory re- 
action to be built up around the resected 
area where the resected area is deep. 

All patients are examined cystoscopi- 
cally at regular intervals after their dis- 
charge from the hospital, and recurrences 
or new tumors are treated if and when 
they appear. 


STATISTICAL REPORT 


This report concerns 296 patients who have 
all been operated upon five years or longer. 
Two hundred and twenty-eight of these pa- 
tients, or 77 per cent, have been accurately 
followed. Sixty-eight, or 23 per cent, have 
been lost, but no record of their deaths could 
be found in the New York State Department 
of Vital Statistics, so most of them are pre- 
sumed to be alive. 

It was rather interesting to note that the 
more malignant the disease the better the 
follow-up. The follow-up for papilomas was 
only 58.3 per cent, as compared with 86.9 per 
cent for cancers. For more highly malignant 
cancers for which radon was employed, the 
follow-up was 90.7 per cent. 

I personally reviewed all the records and 
attempted to classify each tumor as to depth 
or extension. Both the operative description 
and the pathologic report were of great as- 
sistance in most cases. Two hundred and 
ninety-two cases were so classified; 4 were 
impossible to classify. 

The classification used was that suggested 
by Marshall as a modification of the Jewett 
classification: Stage O, limitation to mucosa; 
Stage A, limitation to submucosa; Stage Bi, 
limitation to superficial muscle; Stage B:, limi- 
tation to deep muscle; Stage C, limitation to 
fat; Stage D, metastases, D:, local; D», distant. 

Seven patients were not operated upon and 
are not therefore included in this report. When 
first seen they were either moribund or had 
tumors too extensive to make operation ad- 
visable. 

Seven tumors were treated by transurethral 
resection and high voltage roentgen therapy. 
One Grade III papillary infiltrating cancer so 
treated was “negative” at the end of one year 
and then disappeared. 
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One patient with lymphosarcoma is alive 
and well fifteen years after the operation. 
This patient was treated by transurethral re- 
section, cystotomy, radon and high voltage 
roentgen therapy. 

The other 5 were “hopeless” cases and died 
within twelve months. 

Transurethral resection (Table 1) was used 
exclusively for all papillomas, with the ex- 
ception of the odd tumor irradiated by use of 
the radon catheter, as described by Lewis,°® 
by roentgen rays, to prevent the multiple re- 
currences that can be so obnoxious. 

Seventy-two patients were treated in this 
group. The lesions of 70 were classified 
as tumors of Stages O and A. Those of 2 were 
not classified. 

Thirty-three of these patients survived five 
years or longer. Many have had recurrences, 
treated by resection or, when very small, by 
simple fulguration. 

Twenty patients died of other causes, with 
no disease present in the bladder. 

All papillomas of the bladder should be 


TABLE 4.—Conservative Operation: 222 Cancers Graded as to 
Depth of Extension 
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treated transurethrally unless the size of the 
tumor makes this inadvisable for the individ- 
ual surgeon. One such tumor in this series, 
a single papilloma on a stalk 1.5 cm. in 
diameter, weighed 132 Gm. Many have 
weighed from 50 to 100 Gm. 

Transurethral resection and radon _ seed 
implantation (Table 2) was done in 76 cases. 
In 47 of these cases the tumors were graded 
B, or higher. 

Only two tumors were graded A. Two were 
unclassified. 

Fourteen patients, or 18.4 per cent, have 
survived five years or more. If one considers 
47 of the 70 patients classified to have had 
deep tumors as described by Jewett with a 
five-year survival expectancy of only 3 per 
cent one could anticipate that only 1.4 per 
cent from this group would have survived 
five years. This leaves a total of 12.6 per cent 
surviving five years from the groups A and 
B:, which is nearly a 50 per cent five-year 
survival. 

Twelve of these patients died from other 


Survival, A B, C D; D: 
Years O X O Xx 6) x O xX O O x 

1 9 4 14 17 9 37 22 
2 3 5 3 2 6 2 
3 2 6 4 aI Z 1 
4 3 x 5 3 3 a 
5 3 5 3 1 
6 3 2 ii 
. 3 1 2 2 
8 3 2 2 
9 

10 i 1 1 

11 1 


bo 


w 


15 


Total Cases 31 


O—Without Tumor 
X—With Tumor 


Be 
¢ 
= 1 
| 
1 1 
FS 5 45 34 20 50 0 11 0 26 0 0 et 
69 
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causes. Five without demonstrable tumor 
when last seen could not be followed, but no 
death record could be found at the Bureau 
of Vital Statistics. This would indicate that 
the tumors of 20, or 26.3 per cent of the 
entire group, had been eradicated as a result 
of their treatment. Recurrences and new 
tumors did occur in some cases and were 
treated as they appeared. There were no 
operative deaths. 

Transurethral resection alone (Table 3) was 
used in 141 cases of infiltrating cancer. Sev- 
eral resections in this group were performed 
purely for palliation. Twenty-nine of the 
patients, or 20.6 per cent, survived five years 
or more without tumor. Four had multiple 
recurrences, which were treated as they ap- 
peared. 

Seventy-nine patients, either living or dead, 
remained free from tumor. This represents 
56 per cent of the entire group. Again, 18 
of these were not followed, but no record of 
their demise could be found in the New York 
State Bureau of Vital Statistics. 

Of course, there was a higher percentage 
of potentially curable cancers in this group 
than in those treated by resection and radon. 
Eighty-four patients of this group fell into 
the “superficial” classification, the tumor 
penetrating the bladder wall no farther than 
one-half of the muscle layer. Of the remain- 
ing 57, if one expects a 3 per cent five-year 
survival, this would equal 1.7 per cent, or 
roughly 2. This leaves 27 patients with super- 
ficial tumors surviving five years or more, a 
five-year survival rate of 32 per cent. 

Two patients died as a result of surgical 
treatment, an operative mortality rate of 1.4 
per cent. 

An attempt was made to correlate survival 
rates with depth of extension (See Table 4). 

Disease was apparently eradicated by con- 
servative surgical treatment in 31, or 86 per 
cent, of patients with Stage A tumors; 45, or 
approximately 57 per cent, of those with 
tumors of Stage B:, and 20, or 28.5 per cent, 
of those whose tumors were of Stage B:. 
Eradication occurred in none of the patients 
with tumors of Stages C and D. 


SUMMARY AND CONCLUSIONS 


The cases of 296 patients with tumors 
of the bladder, all of them operatively 
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treated five years or more prior to the time 
of writing, are reviewed. A method of ac- 
curate histologic study of biopsy speci- 
mens is presented. 

Survival statistics on operative proce- 
dures in this field are analyzed, and a cor- 
relation of the stage of tumor, type of 
treatment and survival rate made. From 
this study it would seem that (1) conser- 
vative surgical measures will result in as 
good a survival rate, or better, with tu- 
mors in Stages O, A, B, and Bs, as will 
more radical procedures; (2) tumors in 
Stages C, D, and D. are best treated by 
radical surgical intervention, with node 
dissection, and (3) if it were not for the 
postoperative mortality and morbidity 
rates accompanying radical operations, 
some B. tumors would probably be better 
treated by radical removal and node dis- 
section. 

The operative mortality rate for the 
cases reported was 0.6 per cent. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


296 Falle von Kranken mit Blasenge- 
schwiilsten, die simtlich fiinf oder mehr 
Jahre vor Abfassung der Arbeit operativ 
behandelt wurden, werden untersucht. Es 
wird eine Methode zur zuverlassigen histo- 
logischen Untersuchung des Probeexzisi- 
onsmaterials angegeben. 

Die Uberlebensziffern der verschienen 
chirurgischen Verfahren auf diese Gebie 
werden statistisch analysiert, und die Be- 
ziehungen zwischen dem Stadium der Ge- 
schwulst, der Art der Behandlung und der 
Uberlebensquote werden aufgedeckt. Da- 
raus scheint sich zu ergeben, dass (1) bei 
Geschwiilsten in den Stadien O, A, B, und 
B, konservative chirurgische Massnahmen 
eine ebenso giinstige wenn nicht bessere 
Uberlebensziffer aufweisen als radikalere 
Verfahren; (2) Geschwiilste in den Stadi- 
en C, D, und D. am besten mit radikalen 
chirurgischen Eingriffen einschliesslich 
der Resektion von Lymphknoten behandelt 
werden; und (4) dass auch einige von den 
Geschwiilsten aus der B.-Gruppe wahr- 
scheinlich besser mit radikaler Entfer- 
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nung und Lymphknotenresektion behan- 
delt wiirden, wenn man nicht die hohen 
postoperativen Sterblichkeits- und Morbi- 
ditaétsquoten solcher Eingriffe in Betracht 
zu ziehen hatte. 

Die Operationssterblichkeit der hier vor- 
liegenden Krankenserie betrug 0,6 Pro- 
zent. 


RESUMEN Y CONCLUSIONES 


Se revisan los casos de 296 pacientes con 
tumores de la vejiga, todos ellos tratados 
quirtrgicamente, cinco anos 6 mas antes 
del tiempo de escribirse. Se presenta un 
método de estudio histolégico preciso para 
el espécimen biopsia. 

Se analizan las estadisticas de supervi- 
vencia en procedimientos quirtrgicos cn 
este campo, y se hacen correlaciones del 
estadio del tumor, tipo de tratamiento y 
grado de supervivencia. A partir de este 
estudio puede verse que (1) las medidas 
quirtrgicas conservadoras resultan en su- 
pervivencia tan buena 6 mejor a la de 
procedimientos mas radicales en tumors 
con estadios O, A, B, y B:; (2) los tu- 
mores en estadio C, D, y D» son tratados 
mejor por la intervenci6n quirtrgica radi- 
cal, con diseccién gannglionar y (3) si no 
fuera por la mortalidad y morbilidad post- 
operatoria que acompaiia a los operaciones 
radicales, algunos tumors B. probablemen- 
te serian tratados mejor por la extirpaci6n 
radical y las diseccion ganglionar. 

El grado de mortalidad operatoria para 
los casos comunicados fué 0.6 por ciento. 


RESUME 


L’auteur passe en revue 296 cas de tu- 
meurs de vessie opérés depuis 5 ans et 
plus. Il fait l’analyse de chaque catégorie 
aprés les avoir classées. I] opine qu’un 
traitement conservateur est recommnadé 
pour les catégories O, A, B;—Bz»; les caté- 
gories C—D,—D, requiérent une chirur- 
gie plus radicale avec résections des gan- 
glions. A cause d’une mortalité et d’un 
morbidité post-opératoire élevées, la classe 
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B. bénéficierait d’une cure plus radicale. 
La mortalité de l’auteur est de 0.6%. 


CONCLUSIONI RIASSUNTIVE 


L’A. rivede i casi di 296 pazienti affetti 
da carcinoma della vescica, operati 5 o pit 
anni prima. Presenta un metodo per |’ac- 
curato studio istologico dei frammenti pre- 
levati a scopo bioptico. 

Analizza le statistiche sulla sopravvi- 
venza ottenuta in tale campo con la cura 
chirurgica rapportando tale sopravvivenza 
al grado di sviluppo del tumore e al tipo 
d’intervento. 

Da questo studio sembrerebbe che: 1) 
nei tumori allo stadio O, A, B, e Bz gli 
interventi meno .radicali danno sopravvi- 
venze altrettanto buone, o migliori, degli 
interventi pitt demolitori; 2) nei tumori 
allo stadio C, D, e D. é meglio praticare 
interventi radicali compredenti |’asporta- 
zione dei linfonodi regionali; 3) se non 
fosse per la mortalita e la morbilita post- 
operatoria connessa con gli interventi ra- 
dicali, anche alcuni tumori allo stadio B. 
sarebbero pili vantaggiosamente curati 
con operazioni demolitrici comprendenti 
l’asportazione d ei linfonodi. 

La percentuale di mortalita nei casi ri- 
feriti fu del 0,6%. 


RESUMO E CONCLUSOES 


Sao revistos os casos de tuméres da 
bexiga encontrados em 296 doentes trata- 
dos operatoriamente, a cinco e mais anos, 
sendo tragado um metodo para acurado 
estudo histologico de materiais colhidos 
em biopsias. 

Analiza o autor as estatisticas de sdbre- 
vida nos doentes operados, fazendo um 
estudo comparativo sdbre o grau do tumor, 
o tipo do tratamento e a sdbrevida verifi- 
cada, concluindo: 

(1) os metodos cirirgicos conservad6- 
res oferecem bons resultados operatorios 
quanto a sdbrevida nos casos de tum6res 
graus O, A, B, e Bs, sendo em tais casos 
melhores ainda que os processos radicais; 
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(2) os tum6res do grupo C, D,; e Dz sao 
melhormente tratados pelos metodos radi- 
cais com dissecao nodular ; 


(3) certos tumOéres do grau prova- 
velmente, obterao melhor resultado com a 
utilizagéo do processo preconizado no item 
anterior. 

Acentua o autor que a porcentagem de 
mortalidade operatoria em sua estatistica 
é de 0,6%. 
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stress produce, among other hematic 

changes, variations in the values for 
serum calcium and phosphorus. Pincus 
(1950) considered the phosphorus level in 
blood and urine an indicator of adreno- 
cortical activity.! 

Variations of blood phosphorus have 
been mentioned in connection with the 
dextrose tolerance test,! the pursuit meter 
test,’ the targetball frustration test,! frac- 
ture,? postural stress,* defibrinized toxic 
blood injection,* ether anesthesia,® ortho- 


|: is well known that certain types of 


pedic operations,® shock,’ electroshock,® 


hemorrhage,? muscular trauma®> and 
other traumatisms.’® Variations in serum 
calcium have also been reported as associ- 
ated with emotion," electroshock,!* hemor- 
rhage®> and other traumatisms.' 


We have no information that the varia- 
tions in blood calcium and phosphorus due 
to surgical stress have been studied. We 
have made this investigation to study the 
effect of surgical stress on calcium and 
phosphorus in man. 


Tisdall and Harris'* observed in 1922 an 
increase of blood phosphorus. This was 
confirmed by Eddy and Heft (1923) ,1° who 
also observed this increase associated with 
the cicatrization of nonosseous tissues and 
in surgical operations. Cuthberson 
(1930) 1% confirmed the observation in 4 
cases, After this primary investigation, 
Duncan (1943) described an increase of 
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phosphorus due to muscular trauma. The 
same observations were recorded by Neu- 
feld, Toby and Noble (1943),!° Mylon, 
Witernitz and Suto-Nagy (1943) ,!°* Green 
(1943), Bellman and Flock (1944) 
Allison, Cole, Holmes and Root (1947) ,® 
Willhelmi (1948)! and Meyer and Potter 
(1949) .7 

This increase of phosphorus has been 
shown by Cuthberson (1942)1** and 
Beattie (1947) to be related to an in- 
crease in the urinary excretion of phos- 
phorus and calcium, an increase of phos- 
phorus in the erythrocytes'® and in in- 
crease in blood creatinin. 

Experimental Procedure.—Sixty deter- 
minations of total inorganic phosphorus 
and total calcium in serum were made in 
20 patients who underwent operations. 
Blood was taken twenty-four hours before 
the operation, immediately after it (ten 
minutes at most) and twenty-four hours 
after. All patients received similar diets, 
containing approximately 1.25 Gm. of 
phosphorus and 0.65 Gm. of calcium per 
day. 

The method of Youngburg (1930) was 
used for the determination of the plasma 
phosphorus level, zine chloride being used 
as described by Kuttner and Lichtenstein 
(1930)18. This results in a more intense 
coloration, thus making it possible to meas- 
ure exactly small quantities of phosphorus. 
The modification by Kramer and Tisdall 
(1933) !® of the method of Clark and Collip 
(1925)2° was used for determination of 
the serum calcium level. 

All patients were given a Rowntree and 
Geraghty phenolsulfonophthalein test in 
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order to obtain information on the possible 
existence of nephritis,?! which could pro- 
duce an increase of plasma phosphorus" 
or at least alter the results. In some cases 
a complete examination of the urine was 
also made. 


The following operatiuus were per- 
formed: 


Inguinal herniotomy ................ 4 
Complete abdominal hysterectomy..... 2 
Neurorrhaphy and neuroma resection.. 1 
Abdominal uterine polypectomy....... 1 
Resection of ischiorectal fistula....... 1 
Resection of vesicovaginal fistula...... 1 
Saphenous phlebectomy .............. 2 
Bone perforation and extraction of wire 1 
Ventriculographic procedure ......... 1 


Results : Changes in the phosphorus level 
occurred in 20 of the cases studied. In 12, 
an increase was observed; in 8, a decrease. 
The changes corresponded to the intensity 
of the stress. The increase in serum phos- 
phorus was 0.2 to 1.52 mg., with an aver- 
age of 0.86 mg. The decrease in phosphor- 
us was 0.08 to 2.89 mg., with an average 
of 1.15 mg. Both increase and decrease 
were independent from the type and ex- 
tent of the operation performed. The alge- 
braic sum of phosphorus increases was 
minus 0.29 mg. F 


Age: 16 patients 22 to 46 years old, 
with an average age of 32 years, a group 
of young persons similar to those men- 
tioned by Pincus,' an increase of serum 
phosphorus was observed in 11 and a de- 
crease in 5. Of another group of patients, 
aged between 50 and 68 years, with an 
average of 58 years, a decrease of serum 
phosphorus was observed in 3 and an in- 
crease in 1. 

In the 20 patients studied, the calcium 
level changed in 18. In 11 a decrease and 
in 7 an increase was observed; 14 showed 
the greatest change during stress and re- 
tained the pre-stress level. The other 4 did 
not show a tendency to return to the pre- 
stress level, the calcium variation being 
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sustained. The increase in serum calcium 
was 0.04 to 5.98 mg., with an average of 
1.93 mg. The decrease in serum calcium 
was from 0.04 to 4.8 mg., with an average 
of 1.31 mg. All changes were independent 
from the type and extent of the surgical 
procedures. The algebraic sum of increases 
and decreases of calcium was plus 0.62. 

A decrease in the levels of calcium and 
phosphorus was noted in 4 cases; an in- 
crease of both elements in 3 cases, An in- 
crease in one and a decrease in the other 
element occurred in 11 cases. 


COMMENT 


1. In our opinion, the effects observed 
are caused by surgical stress, since varia- 
tion was produced during the stress period, 
with return to the pre-stress level twenty- 
four hours after the operation. Consider- 
ing this, the reaction of serum phosphorus 
is more noticeable than that of serum cal- 
cium. It is interesting to note that levels 
of both elements were obtained exceeding 
the pre-stress level. 

2. The preoperative levels in our cases 
differ from the accepted norms, even 
though the diet was constant and the renal 
functional test gave normal results. 

3. We have observed increase and de- 
crease of serum phosphorus in man due to 
surgical operations. This has not been re- 
corded by other authors, who noted only 
an increase due to different types of trau- 
ma. We have found that the decrease of 
serum phosphorus is related to the age of 
the patient, especially in the older age 
groups, which is interesting because of the 
observation of Pincus,' on the difference in 
the urinary excretion of phosphorus by 
patients treated with ACTH, which is in- 
creased in old persons and decreased in 
the young owing to retention of phosphor- 
us. 

4. In consideration of the inherent fac- 
tors in surgical stress that may cause the 
changes in blood phosphorus and account 
for the variations observed, the following 
factors must be taken into account: 


Local: During operation, tearing of 
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tissues and cutting of blood vessels occur, 
causing ischemia and anoxia. Shorr 
(1943) 23 observed in vitro the effect of the 
anoxia, manifested by an increase of phos- 
phorus and a decrease of phosphocreatin. 
Allison, Cole and Holmes (1947)°® ob- 
served an increase in the phosphorus of 
the erythrocytes, with an increase of 
serum phosphorus; they came to the con- 
clusion that the increase of phosphorus is 
caused by destruction of the muscular 
phosphocreatin. Duncan (1942)** has ob- 
served an increase of circulating creatin 
due to muscular trauma. 


General: The surgical operation pro- 
duces general effects throughout the an- 
teropituitary-cortico-adrenal system and 
perhaps, in part, through the parathyroid, 
which in turn modifies the cortico-adrenal 
function. Davis and Hulit (1949) ,*°> Almy 
and Laragh (1949),°° Roche, Thorn and 
Hills (1950) ** and Roche, Hills and Thorn 
(1950) reported surgical operations ac- 
companied with changes in the circulatory 
eosinophils and in the excretion of gluco- 
corticoids. However, the effects produced 
by ACTH and cortico-adrenal hormones on 
serum phosphorus and its excretion are 
contradictory, since some authors observed 
an increase after the administration of 
ACTH,~’ others a decrease*’ and still others 
no variation, Some authors have observed 
an increase in urinary phosphorus ;*! 
others detected no changes.** In regard 
to the effect of the cortico-adrenal hor- 
mones, Tornblom (1949) observed a de- 
crease in serum phosphorus and some 
others an increase in serum phosphorus 
and a decrease in urinary phosphorus.** 
The action of the pituitary gland on blood 
phosphorus appears to be due to growth 
hormone, since it has been shown that 
hypophysectomy produces a decrease in 
blood phosphorus,*! the level of which re- 
turns to normal or above normal after 
administration of this hormone. However, 
it is not known whether the stress produces 
secretion of other pituitary hormones be- 
sides ACTH. It must be noticed that activa- 
tion of the cortico-adrenal hormones could 
produce an increase of phosphorus by act- 
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ing upon the parathyroid. Blumenfield and 
Clausen (1940)** showed the inverse rela- 
tion between the cortico-adrenal function 
and the parathyroid. Albright (1943) % 
has expressed the opinion that the osteo- 
porosis following trauma must be con- 
sidered a manifestation of the alarm re- 
action. Even in the cases in which the 
general factors mentioned were responsi- 
ble for the variations observed by us, it 
does not explain the reactions of increase 
and decrease, since it has been established 
that the homeostatic anteropituitary- 
cortico-adrenal mechanism does not lose 
its capacity with age.*7 

Variations in Blood Volume: The 
changes in blood calcium and phosphorus, 
in our opinion, are not caused by varia- 
tions in the blood volume. In several] cases 
an inverse relation between the calcium 
and the phosphorus level was present. 
Henstell and Gunther (1945)** have ob- 
served minimal fluctuations, or none, in 
the blood volume as a result of surgical 
operations. Only in cases of severe surgi- 
cal shock did they note a decrease in blood 
volume, which returned rapidly to normal 
levels. 

In short, we agree with Pincus that the 
difference in the reaction of phosphorus 
between young and older persons must be 
related to the muscular mass, even though 
the liberation of pituitary growth hormone 
and the action of the cortico-adrenal hor- 
mones on the parathyroid cannot be ruled 
out completely until further research in 
this direction has been completed. 


Author’s Note: The surgical part of this study 
took place in the General Hospital of Mexico City. 
The hematochemical determinations were made 
at the Instituto de Salubridad y Enfermedades 
Tropicales. We express our appreciation to Prof. 
Dr. Gerardo Varela, C.P.H., Director of the In- 
stitute; Chem. Eng. Raul Colorado Iris, Chief of 
the Biological Chemistry Department; Farm. 
Chem. Rodolfo Dominguez Leyva, and Biol. Farm. 
Carmen Ramirez. 


CONCLUSIONS 


1. Surgical stress in man causes fluctua- 
tion in blood calcium and blood phosphor- 


us levels. 


i 
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2. The variations consist of increase or 
decrease of both elements; the fluctuations 
of phosphorus are more noticeable. 

3. There seems to be no relation between 
the characteristics of the operative stimu- 
lus and the variations of blood calcium and 
phosphorus. 

4. The types of change in blood phos- 
phorus appear to be related to the age of 
the patient. The authors observed an in- 
crease in young persons and a decrease in 
older ones. 

5. In the author’s opinion, the variations 
of serum phosphorus are caused partly 
by the action of the surgical stress on the 
muscular mass, even though the effect of 
the liberation of the pituitary hormone of 
growth and the action of the cortico- 
adrenal hormones on the parathyroid can- 
not be ruled out. 


SUMMARY 


The changes in blood calcium and blood 
phosphorus levels during operation have 
been studied by the authors in 20 cases. 
Variations of increase and decrease were 
observed in both elements; the changes in 
phosphorus levels were the more notice- 
able. The relation of these variations to 
the age of the patient and to other possible 
factors in producing such changes is dis- 
cussed. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die Verfasser untersuchen an 20 Fallen 
die im Verlaufe einer Operation auftre- 
tenden Schwankungen des Kalk- und Phos- 
phorspiegels im Blut. Die beiden Elemente 
zeigen Verinderungen des Anstieges und 
des Abfalls; die Schwankungen des Phos- 
phorspiegels sind die auffalligeren. Die 
Beziehung dieser Schwankungen zum Alter 
des Kranken und zu anderen Faktoren, 
die dafiir verantwortlich sein kénnten, 
werden erortert. 

1. Die Belastung des menschlichen Or- 
ganismus durch einen chirurgischen Ein- 
griff ruft Schwankungen des Kalk- und 
Phosphorspiegels hervor. 

2. Die Veriinderungen bestehen aus An- 
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stieg und Abfall beider Elemente; die 
Schwankungen des Phosphors sind auf- 
falliger. 

3. Zwischen den Eigenarten des speziel- 
len operativen Reizes und den Veriande- 
rungen im Kalk- und Phosphorspiegel 
scheinen keinerlei Beziehungen zu_be- 
stehen. 

4. Die Art der Schwankungen im Phos- 
phorgehalt des Blutes scheint vom Alter 
des Kranken abhiangig zu sein. Die Ver- 
fasser beobachten einen Anstieg bei jun- 
gen Individuen und einen Abfall bei ael- 
teren. 

5. Die Verfasser glauben, dass die 
Schwankungen im Phosphorgehalt des 
Serums zum Teil dem Effekt des chirur- 
gischen Traumas auf die Muskelmasse zu- 
zuschreiben sind, obgleich der Einfluss der 
Freisetzung hypophysaéren Wachstumshor- 
mons und die Wirkung der Nebennieren- 
rindenhormone auf die Nebenschilddriisen 
nicht aussgeschlossen werden kann. 


RESUME 


Les auteurs ont étudié les changements 
de niveau du phosphore et du calcium chez 
20 opérés. Les niveaux du phophore vari- 
ent d’avantage. Les causes de ces change- 
ments sont discutés. 

1. Le “stress” chirurgical cause un 
changement du calcium et du phosphore 
sanguin. 

2. Ce sont les fluctuations surtout en ce 
qui concerne le phosphore. 

3. Le type d’intervention ne semble pas 
influencer ces variations de niveaux. 

4. Les variations du phosphore varie 
d’aprés |’Age du sujet; elle augmente chez 
le jeune, décroit chez les personnes agées. 

5. La cause de ces fluctuations sont le 
“stress” sur la masse musclaire due a4 
l’acte chirurgical, cependant il ne faudrait 
pas laisser de cété les stimuli des glandes 
pituitaires et cortico-surrénales sur les 
parathyroides. 


RESUMO E CONCLUSOES 


1. As intervengées cirirgicas provocam, 
em muitos casos, desequilibrio das taxas 
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sanguineas de calci o e fosfore. 

2. As variacées consistem no aumento 
ou diminuicaéo das taxas normais, sendo 
mais acentuadas as do fosfore sanguineo. 

3. Parece inexistir nenhuma relacao en- 
tre as caracteristicas da intervencao pra- 
ticada e tais variacées. 

4. Quanto ao fosfore parece existir co- 
rrelacaéo com a idade do paciente, havendo 
um aumento nas pessdas jovens e uma 
diminuigao nas mais idosas. 

5. Segundo os autores as variacdes de 
fosfore estéao ligadas a cirtrgica 
sdbre a massa muscular, como tambem 
quanto ao efeito da liberacao do horménio 
pituitario. 


RESUMEN Y CONCLUSIONES 


Los autores estudian los cambios de los 
niveles de calcio y fdsforo sanguineos 
durante la operacion en 20 casos. Se obser- 
varon variaciones de aumento y disminu- 
cién en ambos elementos, siendo mas nota- 
bles los cambios en los niveles de fésforo. 
Se discute la relacién de estas variaciones 
con la edad del paciente, asi como con 
otros factores posibles productores de 
dichose cambios. 

1. E] “stress” quirtrgico produce en el 
hombre fluctuacion de los niveles de calcio 
y fosforo sanguineos, 

2. Las variaciones consisten en aumento 
y disminucioén de ambos elementos, siendo 
mas notables las fluctuaciones del fésforo. 

38. No parece existir relacién entre las 
caracteristicas del estimulo operatorio y 
las variaciones de calcio y fésforo sangui- 
neos. 

4. E] tipo de los cambios en el fésforo 
sanguineo parece estar relacionado con la 
edad del paciente. Los autores observaron 
un aumento en personas jévenes y una 
disminucion en los viejos. 

5. En la opinion de los autores, las vari- 
aciones del fésforo sérico son producidas 
en parte por la accién del “stress” quirtr- 
gico sobre la masa muscular, aun cuando 
no puede excluirse el efecto de la libera- 
cidn de hormona hipofisiaria del crecimi- 
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ento y la acciOn de las hormonas cortico- 
suprarrenlaes sobre las paratiroides. 


RIASSUNTO E CONCLUSIONI 


Gli Autori hanno studiato in 20 casi 
le variazioni del tasso ematico del calcio 
e del fosforo nel corso di interventi opera- 
tori. Variazioni in pitt o in meno furono 
osservate in ambedue gli elementi, sopra- 
tutto nel fosforo. Vengono discussi i rap- 
porti di tali variazioni con |’eta dei pa- 
zienti o altri possibili fattori. 

1. I] trauma operatorio produce nell’uo- 
mo variazioni della calcemia e della fos- 
foremia. 

2. Le variazioni consistono in aumenti o 
diminuzioni e sono sopratutto notevoli 
quelle della fosforemia. 

3. Non sembra vi siano relazioni fra tipo 
di intervento e livello ematico del calcio 
e del fosforo. 

4. Le variazioni della fosforemia sono 
in relazione con |’eta del paziente, nel sen- 
so che nei giovani la fosforemia aumenta, 
nei vecchi diminuisce. 

5. Secondo gli Autori le variazioni della 
fosforemia sono causate, in parte, dall’azi- 
one del trauma operatorio sulle masse 
muscolari; anche se non si possa escludere 
lo effetto esercitato dalla liberazione dell’- 
ormone pituitario della crescenza e dall’a- 
zione dell’adrenalina sulle paratiroidi. 
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decompression dates back to antiqui- 

ty. There are ancient records indi- 
cating that stabbing the bloated intestines 
of animals through the abdomen was regu- 
larly done in an attempt to relieve over- 
distention. This procedure was also 
adapted, occasionally, to human beings in 
a desperate last effort to save life. It is 
interesting to note that authors of stand- 
ard textbooks in surgery and therapeutics 
as late as the nineteenth century (Thomas,? 
1891, Martin and Hare,* 1891 and Treves,* 
1904) included puncture of an overdis- 
tended intestine through the abdominal 
wall as an emergency measure. However, 
these writers warned of the hazards of 
such blind transabdominal needling. They 
advised using fine hypodermic needles to 


P decomp the bowel as a method of 


make as many intestinal punctures as’ 


were necessary for relief. The use of 
large trocars was condemned because the 
big openings allowed spillage, usually fol- 
lowed by peritonitis, whereas small open- 
ings could seal themselves off. Treves 
recommended celiotomy and the with- 
drawal of a loop of bowel to allow for 
a more precise puncture, but advised im- 
mediate closure of this opening to avoid 
leakage. 

A most important advance in the relief 
of intestinal obstruction was the deliber- 
ate opening of the bowel to provide a 
functioning external vent. This was a 
logical development arrived at from nota- 
tions to the effect that, since ancient times, 
patients had survived spontaneous colos- 
tomies and enterostomies derived from 
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disease or trauma, It is noteworthy that 
the original published recommendation for 
selective and purposeful operative colosto- 
my was made by Littre, a French surgeon, 
in 1710.5 Action upon his suggestion was 
delayed until 1776, when Pillore, another 
French surgeon, first performed a success- 
ful lumbar colostomy for colonic obstruc- 
tion due to an imperforate anus in a 3- 
day-old child. Thereafter, colostomy for 
low bowel obstruction was employed more 
often. Lumbar colostomy, as advocated 
and developed by Amussat in 1839 became 
the standard operation of the pre-Listeri- 
an period, principally because of the rela- 
tive safety of its extraperitoneal approach. 
Almost fifty years later, about 1880, with 
the advent of the aseptic era, many sur- 
geons® accepted the advantages of the 
intra-abdominal route of operation for 
intestinal lesions. Consequently, blind 


_ bowel puncture and lumbar colostomy as 


emergency procedures were gradually dis- 
carded and eventually replaced by the 
intra-abdominal operations. It was still 
obvious, however, that abdominal surgical 
intervention for advanced intestinal ob- 
struction too often ended fatally. There- 
fore, safer approaches to this surgical 
problem were sought to provide a more 
favorable outcome. Surgeons of today 
may find it difficult to comprehend the 
long sequence of trial and error that took 
place before it became evident that an 
initial preliminary enterostomy could re- 
lieve the immediate emergency and there- 
by provide a better opportunity for ade- 
quate secondary procedures. Rankin! sum- 
marized this concept by stating: “It is 


a 


not too arbitrary, I think, to express the 
opinion that decompression preliminary to 
extirpation, whether it be medical or sur- 
gical, is among the most important funda- 
mental principles in the removal of rectal 
and colon cancers.” This statement epito- 
mizes the course that should be followed 
by the prudent surgeon in the therapy 
of colonic obstruction with overdistention, 
and departure therefrom carries addi- 
tional and unnecessary hazards that might 
well be avoided. 

Often the employment of gastrointes- 
tinal intubation as a medical measure to 
accomplish decompression of the colon 
may not prove too effective. The major 
factor negating the use of tubes for colonic 
obstruction is the frequent presence of a 
competent tight ileocecal valve that con- 
verts the blocked intestine into a closed 
loop. Another consideration contraindi- 
cating the use of this slo-v and uncertain 
measure is the danger of possible spon- 
taneous rupture of the overfilled large 
bowel. 

The next item to be considered is the 
surgical approach to decompression, 
namely, a preliminary proximal colosto- 
my, and the choice of the best technical 
method for its performance. When trans- 
abdominal colostomy as a vent operation 
became accepted and was practiced, vari- 
ous methods of deflation were employed 
to allow the guided escape of noxious 
contents from the obstructed bowel. Gen- 
erally they consisted of immediately in- 
troducing and tying a flanged glass or 
rubber tube into the opened bowel. Un- 
fortunately, the results of many of these 
operations were too often disastrous, 
mainly because of uncontrollable perito- 
neal soiling resulting from manipulation 
of the thin, fragile and inflated colon. — 

Wangensteen’? revived interest in the 
application of needle puncture to a dis- 
tended loop of bowel, in a description of 
his method of aseptic decompressive en- 
terostomy, in which he utilized needle 
puncture and aspiration to prepare a 
selected clamped-off loop of bowel for 
immediate catheter enterostomy. Bancroft 
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and Wade® recommended a similar pro- 
cedure. Even this method has dangers, 
for in cases of severe involvement the 
application of rubber-shod clamps to a 
weakened bowel may cause it to split and 
rupture. 

Our thesis is that liberation of excess 
gases alone is the most urgent problem 
in bowel overdistention resulting from 
advanced obstruction; of secondary im- 
mediate importance is the evacuation of 
the liquid and solid content, which can 
be safely delayed for forty-eight hours 
or more. To accomplish this, we offer a 
method that provides an immediate out- 
let for the confined gases by needle punc- 
ture. This is performed by inserting sev- 
eral No. 17-gauge needles into a well 
exteriorized and walled-off portion of the 
distended bowel and leaving them in situ. 
This yields immediate, effective, continu- 
ous and slow decompression, with practi- 
cally no soiling. Senn,® in his writings, 
had commented that bowel puncture mere- 
ly emptied a limited segment of intestine, 
probably not more than 6 to 8 inches (15 
to 20 em.) to either side of the needle: 
Aspiration at the same time doubled the 
extent of the decompressed area. Never- 
theless, clinically, we have observed and 
are convinced that a continuous and ade- 


-quate initial decompression usually fol- 


lows the use of these needles alone. This 
is visibly manifested by progressive col- 
lapse of the exteriorized bowel, decreased 
generalized intestinal distention and sys- 
temic relief. After forty-eight hours, when 
the agglutination of the bowel to the 
wound affords security against peritoneal 
contamination, the bowel is widely opened 
to complete the enterostomy. 

Modern colostomy technics vary con- 
siderably. They are dependent upon the 
existing local pathologic condition as well 
as upon the individual preference of the 
surgeon. However, the essential objectives 
are constant: 

1. Immediate or delayed decompression 
of the bowel.!° 

2. Partial or complete diversion of the 
fecal stream. 
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Fig. 1—A, enormously distended cecum and adjoining ascending colon bulging through right-sided 
muscle-splitting abdominal incision. B, dressings placed around exteriorized bowel. Four No. 17 
gauge needles puncturing bowel. Deflation beginning. 


3. Temporary or permanent colostomy. 

To describe or evaluate all the technics 
and types of colostomy used to satisfy. the 
special requirements and situations needed 
under the aforementioned groupings is 
too comprehensive to be presented here 
and is not pertinent to the objective of 


this paper. Mainly, our purpose is to 
direct attention to the value of a special 
form of emergency and temporary colos- 
tomy, namely, needle cecostomy, that we 
prefer for severe obstruction induced by 
lesions distal to the ascending portion of 
the colon. A description of the operative 
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Fig. 2 


2.—A, two days after the operation, Bowel deilated. Packing seen in superior angle. Bowel 


ready for opening with cautery or scissors. B, eight days after the operation. Stoma wide open. 
Mucosa everted. Arrow points to ileocecal opening pouting in medial-inferior aspect of cecostomy. 


technic follows: The abdomen is opened 
through a high, lateral, right-sided and 
generous gridiron incision. The ballooned 
cecum is easily located. Its lateral parietal 
peritoneal attachment is carefully liber- 
ated digitally or with scissors, and the 
cecum with the ascending portion of the 


colon is freed sufficiently thereby so that 
it can be gently delivered onto the sur- 
face of the wound. Usually, half or more 
of the diameter of the bowel should be 
allowed to bulge through the incision 
(Fig. 1A). A sling of rubber tubing may 
be drawn under the cecum or the ascend- 


ae, 
A 
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ing portion of the colon to prevent re- 
traction. If too long, each angle of the 
wound is packed loosely with a gauze 
sponge or is sutured. If the sides of the 
exposed cecum are not snug against the 
abdominal wall, more gauze sponges are 
placed in this space. With more closely 
fitted wounds it is unnecessary to intro- 
duce any closing sutures or sponges. Now 
three or more No. 17-gauge needles are 
used to puncture the distended exterior- 
ized cecal wall at different sites. They 
remain in situ to effect a continuous es- 
cape of gas (Fig. 1B). The cecum deflates 
slowly, which is a most desirable effect 
(Fig. 2A). Six hours later, the cecum is 
inspected. If it is still distended, the 
needles are readjusted; if blocked, aspira- 
tion is done. Two days later, the needles 
are removed and the now safely isolated 
bowel is opened liberally along its longi- 
tudinal axis with a cautery or scissors. 
Gradually, the edge of the cecal opening 
everts, thickens and becomes attached to 
the skin incision (Fig. 2B). 

Cecal closure is usually performed sev- 
eral weeks after any subsequent required 
operation. It is understandable that the 
interval varies, since it is dependent upon 
the completion and healing of any future 
corrective surgical procedure. Also, the 
patency of the distal portion of the colonic 
lumen must be assured by a water or 
barium enema. 


COMMENT 


In the literature, the mortality figures 
associated with initial colostomy for acute 
colonic obstruction remain high. Repre- 
sentative figures are presented by Gabriel 
and Lloyd-Davies,!2 who noted a general 
mortality rate of 8.1 per cent after colos- 
tomy. Albers and Smith? compared the 
results of cecostomy and transverse colos- 
tomy in cases of complete colonic obstruc- 
tion. Their mortality rate was 56 per cent 
for cecostomy and 23.5 per cent for trans- 
verse colostomy. They also cited Dennis’ 
mortality figures—50 per cent for cecosto- 
my and 7.9 per cent for transverse colos- 
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tomy. Albers and Smith expressed their 
dissatisfaction with the poor decompres- 
sion obtained by cecostomy as compared 
to transverse colostomy. Our results with 
the preliminary needle type of cecostomy 
have been more favorable. There were 2 
deaths in our series of 150 cases. One was 
due to cerebral apoplexy and the other to 
pulmonary embolism, a mortality inci- 
dence of 1.2 per cent. Unequivocally, we 
are satisfied with needle deflation utilized 
solely for obstruction of the large bowel 
uncomplicated by preexisting perforation, 
gangrene or peritonitis. 


Doubtless, contributing to many of 
the fatalities and to the high mortality 
rate ascribed to colonic obstruction are 
factors directly attributable to undue in- 
testinal manipulation at the time of the 
enterostomy; improper exteriorization or 
nonexteriorization of bowel, or leakage of 
contents during the making of a vent or 
the insertion of a tube into the intestine. 

Preference is given to cecostomy, par- 
ticularly when the left half of the colon 
is obstructed, because of definite advan- 
tages. The cecum can be amply exterior- 
ized; this militates against peritoneal 
contamination. The needles allow an im- 
mediate and continuous release of tension 
by liberating intraluminal gas. Fluid 
bowel contents rarely leak out, and any 
minimal amount is externally trapped and 
absorbed by the surrounding dressings. 
The McBurney muscle-splitting incision is 
usually placed well away from the site of 
any secondary required surgical operation, 
which most often is directed toward the 
left side of the abdomen. Extrusion of the 
bowel through the wound must also be 
considered. Gabriel and Lloyd-Davies'* 
presented 15 cases of prolapse of the small 
intestine or omentum through a colostomy 
wound. Of these, 14 protrusions were 
through a left rectus incision and only 
1 through a left oblique incision. In our 
series, only once was prolapse of the small 
bowel encountered. 

The disadvantage of a transverse co- 
lostomy for immediate relief is that it 
often requires much more operative han- 
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dling than does the creation of a cecosto- 
my. Because of its anatomic location, the 
transverse portion of the colon and its 
mesentery are frequently adherent to the 
gallbladder, the liver or the stomach and 
must be detached to be mobilized suffi- 
ciently for proper exteriorization. This 
dissection is apt to be troublesome and 
dangerous in the presence of a ballooned 
bowel with engorged mesenteric vessels. 

Objections to cecostomy because of the 
liquid content as a cause of skin irritation 
have been expressed by Lockhart-Mum- 
mery and others.'* Some minor irritations 
of the skin in a small percentage of pa- 
tients were easily and comfortably con- 
trolled by a constipating diet and anti- 
diarrheal medication, combined with clean- 
liness and local application of protective 
ointments. Loss of electrolytes from a 
cecostomy is said to be greater than from 
a distal colostomy. However, the relief 
from obstructive symptoms soon permits 
the patient to resume adequate oral feed- 
ings, which averts a chemical deficit. Since 
this vent is usually created as an emer- 
gency procedure and is not destined for 
long duration, a chronic imbalance of 
electrolytes is not anticipated. Experi- 
ence has demonstrated that the entire 
clinical response is usually one of dramatic 
improvement, and the discomforts are 
comparatively minor. 

Another stated objection is that a sub- 
sequent closure operation is always re- 
quired because of extensive exteriorization 
and a wide stoma. The validity of this 
is minimized by a low mortality figure of 
1.2 per cent for the cecostomy and its 
closure. Deaths that occurred from com- 
plications of the primary disease and from 
a subsequent operation on the colon and 
deaths not directly due to the cecostomy 
should not be charged to that procedure. 


SUMMARY AND CONCLUSIONS 


For severe distal colonic obstruction, 
the authors describe and recommend a 
technic of cecostomy that employs (1) 
full exteriorization and needle decompres- 
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sion and (2) delayed and wide opening 
of the cecum. In their hands the simplicity, 
safety and usefulness of this operation 
have proved to offer superior advantages, 
and in their opinion it is worthy of inter- 
est and trial by others. 


RESUMO E CONCLUSOES 


Nos casos de obstrucéo grave, distais, 
do colon, os autOres descrevem e recomen- 
dam uma técnica de cegestomia. Em suas 
maos tal metodo tem se revelado simples, 
indicavel e salvadora, oferecendo vanta- 
gens muite superiores aquelas conseguidas 
anteriormente com os outres processos. 


RESUMEN Y CONCLUSIONES 


Los autores describen y recomiendan 
para la obstrucci6n colénica grave, la técni- 
ca de colostomia que emplea: (1) la exteri- 
orizacién total y la descompresi6n con 
aguja, y (2) la abertura amplia y tardia 
del ciego. En sus manos la simplicidad, 
seguridad y utilidad de esta operacién ha 
probado ofrecer ventajas considerables y 
en su opinién es digna de interés y de ser 
intentada por otros. 


RESUME 


Un procédé de coecostomie est recom- 
mandé par les auteurs, pour soulager 
d’une obstruction 4 distance du colon a 
savoir: (1) l’extériorisation compléte du 
colon avec décompression a l’aiguille et 
(2) ouverture élargie du coecum, Ce pro- 
cédé simple a été d’un avantage surpre- 
nant pour leurs patients. Ils le recom- 
mandent aux autres. 


CONCLUSIONI RIASSUNTIVE 


Per gli stati di grave occlusione del 
colon distale gli Autori descrivono e rac- 
comandano una particolare tecnica di ce- 
costomia che prevede la completa esteri- 
orizzazione del viscere e la sua decompres- 
sione mediante puntura, seguita, in un 
secondo tempo, dalla sua ampia apertura. 
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Nelle loro mani la semplicita, la innocui- 
ta e l’utilita di tale intervento ha dimostra- 
to di offrire grandi vantaggi cosicché 
pensano che dovrebbe meritare |’interesse 
degli altri chirurghi. 


ZUSAM MENFASSUNG 


Zur Anwendung in Fallen von hoch- 
gradigem Verschluss des distalen Dick- 
darms beschreiben und empfehlen die Ver- 
fasser eine Technik der Zoekostomie ; diese 
besteht in (1) vélliger Exteriorisierung 
und Nadeldekrompression und (2) einer 
spiteren weiten Spaltung des Zoekums. In 
den Hinden der Verfasser hat dieser Ein- 
griff wegen seiner Einfachheit, Sicherheit 
und Zweckmiassigkeit grosse Vorziige auf- 
gewiesen und verdient, wie sie glauben, die 
Aufmerksamkeit und Nachpriifung ihrer 
Kollegen. 
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ment of anatomic structures in ani- 
mals and man have presented a prob- 
lem since the time of Hippocrates. In the 
nineteenth century several events occurred 
which made possible the first steps toward 
solving this problem. Ether anesthesia 
was developed, sterile surgical technic 
came into being, and the first nontoxic 
metal alloys were produced. Soon steel, 
vitallium, and tantalum were being used to 
reinforce bones. In the twentieth century 
it became feasible to replace the esophagus 
and other internal organs with polyethy- 
lene and similar plastic materials. Recent- 
ly attempts have been made to replace 
blood vessels with metal, plastic and glass 
devices. Although these nonfunctional sub- 
stances are temporarily satisfactory, they 
deteriorate after a time, set up a foreign 
body reaction or act as foci of infection. 
Efforts have been made to establish arti- 
ficial function, but the results do not act 
in the same way as the original organ. 
Hofnagel,' as the result of his brilliant 
experiments, must be given credit for his 
ingenious innovation of manufactured 
cardiac valves which can be left in situ in 
animals and in human patients. Their true 
worth will be determined only after a 
much longer period of observation. 
Evidence showing that the problem of 
reinforcing and replacing anatomic struc- 
tures has not been solved satisfactorily is 
continuing to accumulate. In addition to 
the sites where substitutes have been tried, 
there are many structures in the human 
body, such as the biliary tract, the urinary 
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bladder and large peritoneal defects, for 
which there has been no means of rein- 
forcement or replacement when needed. 

We are attempting to use viable intes- 
tinal segments in the thoracic and abdom- 
inal cavities in places where other means 
of reinforcement and replacement have 
been and are being used and in places 
where such attempts have not been made 
before. Since a wide range is covered, our 
series is incomplete, and our results thus 
far cannot be used to evaluate the ultimate 
results. Only long-term observations can 
determine whether these intestinal seg- 
ments will eventually be as useful to the 
general surgeon as the Gillie’s skin pedicle 
graft? has been to the plastic surgeon. 

Procedure.—In our work, which has 
been done on dogs, we have observed that 
segments of either the jejunum or the 
ileum are satisfactory. After the segment 
of bowel to be used has been selected on 
the basis of its being anatomically availa- 
ble to the site of the defect being repaired, 
the smaller branches of the blood vessels 
from the intestine are followed through 
the arcuate arteries to the main branch 
coming off the mesentery. These small 
branches are clamped, divided and ligated 
as they are encountered, the segment of 
choice being left completely isolated from 
the rest of the intestine. It is clamped and 
ligated, and an end-to-end or a side-to-side 
anastomosis is done, the free intestinal seg- 
ment being left with its own blood and 
nerve supply coming directly from the mes- 
entery. The segment has a very long pedi- 
cle, since the mesenteric artery and sur- 
rounding tissue have been freed up to their 
origin at the root of the mesentery. 

The segment of intestine, with the mu- 
cous membrane intact, can be used as it is 
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for replacing the esophagus, the biliary 
structures or the lower part of the geni- 
tourinary system. If the segment is to be 
used as a reinforcing muscular layer to 
replace absent areas of the diaphragm or 
to repair the peritoneum, or if it is to be 
placed around blood vessel transplants, the 
mucous membrane should be removed. This 
is easily accomplished with very little 
bleeding by making an incision through 
the mucous membrane and freeing it from 
the surrounding submucosal and muscular 
layers with a dissecting scissors after in- 
cising the segment longitudinally along 
the antimesenteric border. 


COMMENT 


A summary of the work covered by this 
paper is presented in Table 1. Although 
the observations have been made over a 
period of two years, our series are still 
incomplete, since the animals must be kept 
under observation for many months and 
our laboratory space has been very limited, 
necessitating a staggering of our series. 

In the thoracic cavity an intestinal seg- 
ment with its mucous membrane intact can 
be transplanted into the esophagus to re- 
place an entire segment of the esophagus 
or to repair a defect. We have replaced the 
lower third of the esophagus in 3 animals, 
which are in satisfactory condition after 
several months. Longmire and others* de- 
veloped this technic in animals and have 
applied it to man. Such a procedure would 
be of value in cases of esophageal stricture 
resulting from caustic agents, as well as 
in cases of resected esophageal varices and 
of carcinoma, 

There are several methods of replacing 
or increasing the blood supply to the heart. 
Beck’s operation,* by which the blood flow 
through the coronary veins is reversed to 
supply blood to the myocardium when the 
coronary arteries are occluded by arteri- 
osclerotic plaques, appears to be the most 
effective. The talc granuloma technique® 
and the suturing of the omentum® or the 
pectoral muscle’? to the heart have been 
used to increase the blood supply, but most 
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of these preparations fibrose eventually 
and have not been satisfactory. Experi- 
ments in which an intestinal segment was 
used have shown that the segment does 
carry a blood supply. It was denuded of 
its mucosa and was brought up through 
the pericardial cavity and placed over an 
area in which an experimental infarct 
had been produced by ligating the coro- 
nary vessels. Since all of this work has 
been done on animals, only normal hearts 
have been encountered. One disadvantage 
to its possible application to the human 
being is that it is technically more diffi- 
cult than the other methods. It does pro- 
duce changes in the electrocardiogram. 


Successful thoracic and abdominal aor- 
tic grafts are being used by many sur- 
geons. We have used both homologous 
and heterogenous grafts, consisting of cat 
and human aortas.® The heterogenous 
grafts were used in dogs with the assump- 
tion that any vessel graft is a nonfunc- 
tional foreign body which is replaced by 
fibrous tissue. Our vessel grafts were pre- 
served in modified Tyrode’s solution’ or 
by rapid freezing with acetone and dry 
ice.11_ They have so far proved to be as 
successful as homologous grafts. The in- 
testinal segment was placed around the 
blood vessel graft to accommodate it to the 
continual pounding of pressure and to 
supply it with a smooth muscle layer. 
Since only the musculature was desired 
for this purpose, the mucous membrane 
was removed before the intestinal segment 
was trimmed to the desired size. It was 
placed about the graft and extended ap- 
proximately 1 cm. beyond the suture lines 
at each end. Animals with blood vessels 
so reconstructed have lived for about two 
years without aneurysm formation, and 
the vessels have continued to function, The 
musculature has remained viable and re- 
sponds to drug stimulation at laparotomy. 


The repair of diaphragmatic defects is 
sometimes complicated by the lack of suffi- 
cient tissue to close the defect. Segments 
of intestine with the mucosa removed and 
the blood supply intact are easily swung 
up to such defects, with no technical diffi- 
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Experimental Surgical Applications of Viable Homologous Intestinal Segments 
Thoracic Cavity 
Site of Mucous Present Results in Theoretical Human 
Transplant Membrane Methods Animals Application 
Esophagus Intact Plastic tubes, jejunum Satisfactory Replacement of 
: or stomach transplanted esophageal segment 
“ into chest or repair of defect 
ae Heart Removed Tale granulomas, Satisfactory Reinforcement and 
ee omentum, pectoral (early) revascularization 
a muscle transplants, of myocardium 
Beck’s operation 
Aorta — Removed Replacement with Satisfactory Reconstruction of thoracic 
homologous artery (early) aorta with functioning 
grafts muscle layer 
Diaphragm Removed Repair with tantalum, Satisfactory Repair of diaphragmatic 
7 fascia lata defects 
Abdominal Cavity 
iS Site of Mucous Present Results in Theoretical Human 
St Transplant Membrane Methods Animals Application 
oy Aorta Removed Replacement with Satisfactory Reconstruction of 
: homologous vein or (early) blood vessel or 
artery repair of defect 
Peritoneum Removed Repair with plastic Satisfactory Repair of peritoneal 
‘ membrane or tantalum defects 
mesh 
ns Urinary Intact Ureterostomy to skin Satisfactory Replacement of 
*s bladder or bowel urinary bladder or 
oa part of bladder 
Bladder and Intact Ureterostomy to skin Satisfactory Replacement of 
Ureters or bowel bladder and ureters 
Biliary Intact Anastomosis to Satisfactory Replacement of biliary 
ad System duodenum or jejunal system 
loop 
Reversed Intact Ulcers pro- Not done intentionally 
Segments duced in 60% 
of animals 
: Thorax and Abdomen 
Site of Mucous Present Results in Theoretical Human 
; Transplant Membrane Methods Animals Application 
q Thoracic and Removed None Satisfactory Repair of dissecting 
‘ abdominal (early) aneurism and of 
aorta thoracic and abdominal 
aortic aneurisms 
culty. Observations on such procedures by using intestinal grafts with the mu- 
have not been made for a long enough cous membrane removed. In animals these 
period to justify evaluation. grafts were observed to work better pos- 
Peritoneal defects have been repaired  teriorly and laterally than anteriorly. 
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However, if used to repair an anterior 
abdominal wall defect, they would act like 
a Meckel’s diverticulum attached to the 
abdominal wall. It must be remembered 
that loops of bowel can be caught around 
this stringlike mesentery, which contains 
blood vessels, and an intestinal obstruc- 
tion could occur. This hazard can be 
eliminated by cutting the mesentery at a 
later date, after the graft has “taken.” 

When the urinary bladder is replaced 
with intestinal segments, the mucous 
membrane may or may not be removed. 
In some animals the entire urinary blad- 
der was replaced down to the trigone. In 
such cases the segment of intestine must 
be made long enough to hold the same 
volume of urine that the full bladder would 
normally hold. Several of our animals 
have gone four months with no difficulty 
in passing urine. An added precaution 
was taken in some animals by sterilizing 
the intestine with neomycin for forty- 
eight hours prior to operation. At lapa- 
rotomy it was observed that the bowel 
segment acts as a safety valve, since the 
bladder becomes hypertrophied above the 
trigone and in several months is nearly 
as large as the original bladdér. The in- 
testinal mucosa apparently reverts to a 
more primitive type, probably transitional 
epithelium. 

The urinary bladder and the ureters 
both may be replaced by using the same 
technic. Such a procedure could be valu- 
able in handling various types of tumors 
and is actually easier than replacing the 
bladder alone. 

In the biliary system the gallbladder, 
the hepatic ducts and the common ducts 
have been removed, the stubs of the he- 
patic ducts being left long enough to 
identify them at the hilum of the liver. 
A segment of the intestine is brought out 
retroperitoneally behind the duodenum in 
such a manner that the peristalsis of the 
intestinal segment is away from the liver. 
The segment is sutured to the hilar area 
with a two-layer technic, surrounding the 
ducts, and the distal end is brought down 
to the duodenum. At the distal end a cone 
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is formed by removing a wedge from the 
antimesenteric border and doing an end- 
to-side anastomosis between the segment 
and the duodenum. This forms a dilated 
biliary system which carries bile into the 
duodenum by the peristaltic action of the 
intestine. Since this system has its own 
blood supply, it will not slough. And end- 
to-side anastomosis into the duodenum is 
done to prevent the formation of blind 
pouches, which would act as reservoirs 
for particles of food. The peristalsis in 
the transplant is away from the hilum 
of the liver, tending to force bile into the 
duodenum and preventing the duodenal 
contents from obstructing the biliary flow, 
as can happen when the jejunum is anas- 
tomosed directly to the ducts of the biliary 
system. The animals in this group have 
not been followed long enough to make 
sure that gallstones will not form. 

We have previously reported the pro- 
duction of experimental ulcers by revers- 
ing the duodenum.'? The distal end of the 
duodenum is anastomosed to the antrum 


of the stomach and the proximal duo- 


denum in the pyloric region is anasto- 
mosed to the proximal jejunum, produc- 
ing physiologic obstruction and _ hyper- 
secretion of hydrochloric acid. In 60 per 
cent of the animals, jejunal ulcers de- 
veloped within six months of the opera- 
tion. If this method of anastomosis were 
used in man when a segment of bowel 
was replaced or when segments were re- 
anastomosed, the peristaltic waves would 
work against each other to form a physio- 
logic obstruction, with dilatation of the 
bowel above the anastomosis and a marked 
delay in emptying time of the intestine. 
We have removed the thoracic and ab- 
dominal aortas in dogs, using a thoraco- 
abdominal incision which enabled us <0 
remove the distal half of the descending 
thoracic portion of the aorta and the ab- 
dominal portion down to the trifurcation. 
To maintain the blood flow to the kidneys 
and other abdominal viscera during this 
procedure, we shunted the blood to these 
vital organs by means of four lengths of 
polyethylene tubing with needles on each 
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end. By this means the blood from the 
proximal thoracic portion was shunted to 
the two renal arteries, the celiac artery and 
the superior mesenteric arteries. The seg- 
ment of thoracic and abdominal aorta was 
then removed and replaced. The shunts 
were removed after the 6 anastomoses 
were completed. The dead section of aorta 
was covered with a segment of intestine 
from which the mucous membrane had 
been removed. 

The development of this technic and its 
application to human beings could pro- 
vide a means of attacking a dissecting 
aneurysm of the aorta. The diseased tho- 
racic and abdominal portions of the aorta 
could be removed and replaced with a 
suitable aortic graft, and reenforced with 
a living intestinal smooth muscle layer. 

Results.—We have found it possible to 
mobilize segments of small bowel with 
the mucosa intact or removed and to 
transplant these segments to the thorax 
or the abdominal cavity in various posi- 
tions. The functional ability of the trans- 
planted segments has been proved at lapa- 
rotomy with mecholyl, etamon and pa- 
mine. The intact intestine was used as 
a control while the direct effect of the 
drugs was observed. Because of their 
broad application and the ease of their 
use, such viable intestinal segments may 
become invaluable to the general surgeon 
if the early promising results in animals 
are borne out by longer observations and 
if species variations do not present con- 
traindications to their use in man. 


CONCLUSIONS 


1. Viable intestinal segments can be 
used to replace segments of the esophagus, 
to reinforce and to increase the blood 
supply of the heart, to produce new tho- 
racic and abdominal aortas with func- 
tioning smooth muscle layers, and to re- 
pair diaphragmatic and peritoneal defects. 
These segments have been used to replace 
entire urinary bladders and ureters and 
entire biliary systems. 

2. Reverse segments of intestine have 
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been used as an experimental means of 
producing a physiologic obstruction and 
ulcers in a high percentage of animals. 

3. Although early results are promising, 
they must remain in the form of a pre- 
liminary report until they can be studied 
for a much longer period, after which 
they may be revised as additional evidence 
is accumulated. 


SCHLUSSFOLGERUNG 


1. Lebensfahige Darmsegmente kénnen 
benititzt werden, um Abschnitte der Spei- 
seréhre zu ersetzen, die Blutversorgung 
des Herzens zu kraftigen oder zu ver- 
mehren, um neue thorakale oder abdo- 
minelle Aorten mit funktionierender 
Schicht von glatter Muskulatur zu schaf- 
fen und um Liicken im Zwerchfell oder 
im Bauchfell zu schliessen. Solche Darm- 
segmente werden auch zum Ersatz ganzer 
Harnblasen, von Harnleitern und Gallen- 
gangsystemen verwendet. 

2. Umgedrehte Darmabschnitte sind be- 
niitzt worden, um an Versuchstieren in 
einem hohen Prozentsatz physiologische 
Verschliisse und Geschwiire experimentell 
hervorzurufen. 

3. Wenn auch die ersten Ergebnisse er- 
mutigend sind, kénnen sie doch nur in der 
Form eines vorlaiufigen Berichts erschei- 
nen, solange sie nicht tiber eine viel lin- 
gere Zeitspanne hinaus weiterverfolgt 
worden sind. Spiater kénnen sie unter Be- 
riicksichtigung zusatzlicher Erkenntnisse 
revidiert werden. 


CONCLUSIONI 


1. Segmenti vitali d’intestino possono 
essere uSati per sostituire tratti di esofa- 
go, per aumentare la vascolarizzazione del 
cuore, per costruire aorte toraciche ed ad- 
dominali con tuniche muscolari liscie fun- 
zionanti, per riparare soluzioni di conti- 
nuo del diaframma e del peritoneo, per 
sostituire la vescica urinaria, gli ureteri, 
il sistema biliare extra-epatico. 

2. Segmenti d’intestino rovesciati sono 
stati sperimentalmente impiegati per pro- 
durre occlusioni ed ulcere in un alta per- 
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centuale di animali. 

8. Per quanto i primi risultati siano pro- 
mettenti, essi vengono comunicati soltanto 
in via preventiva fino a quando non siano 
stati studiati pi a lungo, e dopo di essere 
stati rivisti alla luce di un’ulteriore es- 
perienza. 


CONCLUSIONES 


1. Pueden usarse segmentos viables 
de intestino para reemplazar segmentos 
de eséfago, para reforzar y aumentar la 
vascularizaci6n cardiaca, para producir 
nuevas aortas toracicas y abdominales con 
capas musculares lisas funcionantes, y 
para reparar defectos diafragmaticos y 
peritoneales. Estos segmentos han sido 
usados para reemplazar vejigas urinarias 
completas, ureteros y sistemas biliares 
completos. 

2. Segmentos invertidos de intestino se 
han usado experimentalmente para produ- 
cir obstruccion fisiologica y Ulceras en un 
gran porcentaje de animales. 

3. Aun cuando los resultados tempranos 
son prometedores, deben permanecer como 
comunicacion preliminar hasta que pue- 
dan ser estudiados por un tiempo mayor, 
después del cual podran revisarse con- 
forme se acumule evidencia adicional. 


CONCLUSIONES 


1. Pode se usar segmentos intestinais 
para substituir segmentos esofagianos, pa- 
ra reforcar e estimular o suprimento san- 
guineo do coracaéo, para produzir novas 
aortas toracicas ou abdominais, para repa- 
rar deformidades diafragmaticas e perito- 
neais. Tais segmentos foram tambem usa- 
dos para substituir bexiga e uretereos, e 
bem assim o sistéma biliar. 

2. Segmentos invertidos do intestino 
foram usados como meio experimental na 
producao de obstrucées fisiologicas e ul 
ceras numa alta porcentagem de animais. 

3. Tais experimentacoes devem continu- 
ar a sérem processadas e estudadas longa- 
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mente, afim de que os seus resultados 
sejam convenientemente apreciados e mel- 
hormente julgados. 


RESUME 


Des portions viables de l’intestin peu- 
vent remplacer |]’oesophage, renforcer ou 
augmenter l’apport sanguin du coeur 
méme remplacer l’aorte thoracique et ab- 
dominale et réparer certains défauts du 
diaphragme et du péritoine. On s’en est 
servi déja pour remplacer la vessie, les 
uretéres et les canaux biliaries. Chez les 
animaux, ils servent a la production expé- 
rimentale d’ulcére et d’obstruccion intes- 
tinale. Méme si les résultats sont bons, ces 
essais sont encore au stade expérimental. 


REFERENCES 


1. Hofnagel, C. A.: A Surgical Approach to 
Aortic Insufficiency. Paper presented at The So- 
ciety for Vascular Surgery, 7th Annual Meeting, 
New York, N. Y., May 31, 1953. 

2. Gillies, H. D.: Plastic Surgery of the Face. 
London: H. Frowde, 1920. 

3. Longmire, W. P. Jr., and Ravich, M. M.: New 
Method for Reconstructing Artificial Esophagus, 
Ann. Surg. 123:835, 1946. 

4. Beck, C. S.; Stanton, E.; Batiuchok, W., and 
Leiter, E.: Revascularization of Heart by Graft of 
Systemic Artery into Coronary Sinus, J. A. M. A. 
137 :436-442, 1948. 

5. Thompson, S. A., and Plachta, A.: Cardioperi- 
cardiopexy in the Treatment of Coronary Disease, 
J. A. M. A. 152:682-687, 1953. 

6. O’Shaughnessy, L.: Surgery of Heart, Prac- 
titioner 140:603-618, 1938. 

7. Beck, C. S.: Principles Underlying Operative 
Approach to Treatment of Myocardial Ischemia, 
Ann. Surg. 118:788-806, 1943. 

8. DeBakey, M. E., and Booley, D. A.: Success- 
ful Resection of Aneurism of Thoracic Aorta and 
—* by Graft, J. A. M. A. 152:673-676, 

53. 


9. Hammer, J. M.; Seay, P. H., and Hill, E. J.: 
Re-enforcement of Vascular Grafts with Intes- 
tinal Musculature, J. Michigan State M. Soc. 52: 
69-70, 1953. 

10. Keefer, E. B.; Andrus, W. DeW.; Glenn, F.; 
Humphreys, G. H.; Lord, J. W.; Murphy, W. B., 
and Touroff, A. S.: The Blood Vessel Bank, 
J. A. M. A. 145:888-893, 1951. 

11. Pate, J. W., and Sawyer, P. N.: Freeze-Dried 
Aortic Grafts, Am. J. Surg. 86:3-13, 1953. 

12, Hammer, J. M.; Visscher, F., and Hill, E. J.: 
Experimental Gastrojejunal Ulcers Produced by 
— the Duodenum, Arch. Surg. 67:23-28, 
1953. 


~ 


large bowel have given physicians, 

particularly the proctologist and the 
gastroenterologist, much concern. These 
lesions may be localized to a small segment 
of the colon or they may be so extensive 
that almost the entire colon and a portion 
or portions of the small intestine are in- 
volved. It is the chronic inflammatory 
lesion with which we are concerned in 
this presentation. 

The etiologic factors in some types of 
chronic ulcerative colitis can be deter- 
mined with the aid of the roentgenologist 
and the pathologist, but in about 25 to 30 
per cent of the cases the primary cause can- 
not be elicited. In my opinion nonsurgical 
treatment, consisting principally of rest 
in bed, low residue (high protein and high 
carbohydrate) diet, intravenous transfu- 
sions of whole blood, plasma or amino- 
acids, and vitamin therapy, together with 
the use of certain antibiotics and chemo- 
therapeutic agents, has produced the best 
results and has proved most conducive to 
cure. When thorough medical treatment 
fails, surgical intervention is required to 
relieve or cure the intractable condition. 

It is unnecessary to elaborate upon 
the known medical treatments of chronic 
ulcerative colitis; however, I should like 
to emphasize the importance of adequate 
surgical management of the colon, insti- 
tuted earlier than has been customary. 
When sufficient medical treatment under 
the careful supervision of a good proctolo- 
gist or gastroenterologist produces unsat- 
isfactory results, the patient should be 
advised that only surgical treatment can 


Cisree inflammatory lesions of the 


Read at the Regional Meeting of the International College 
of Surgeons in Philadelphia, Pennsylvania. 
Submitted for publication May 5, 1953. 


Chronic Ulcerative Colitis 
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promise cure. However, the patient should 
be told in detail of the necessity of wear- 
ing an ileostomy bag. 

Frequently inflammatory lesions of the 
large bowel are complicated by pathologic 
conditions in the colon itself or arising 
from some other systemic disturbance. 
When I have been unable to determine 
the cause of the symptoms or to cure the 
condition by medical treatment, I have 
been satisfied to designate the latter as 
“intractable, nonspecific, or idiopathic” 
chronic ulcerative colitis. These terms are 
admittedly not helpful and are, in fact, 
rather misleading; but their vagueness 
cannot be avoided, since the condition 
itself is vague until its cause is discovered. 
Invariably a combination of causative 
factors is present, and lesions produced 
by the continued chronicity of the disease 
can be obliterated only by surgical treat- 
ment, which may restore health to a pa- 
tient whose condition has been considered 
incurable for a number of years. 

Pathologic conditions complicating 
chronic ulcerative colitis are frequently 
encountered and may assume serious pro- 
portions. After careful study to determine 
whether they originate in the colon itself 
or arise from other systemic disturbances, 
they should be treated promptly. Polyps, 
strictures, perforations, hemorrhage 
(massive at times), abscesses with fistu- 
lous formations and malignant change 
are the complications most frequently en- 
countered Other systemic disorders not 
directly connected with the gastrointes- 
tinal tract, such as cardiorenal changes, 
nutritional] deficiencies and arthritis, may 
occur in conjunction with chronic ulcera- 
tive colitis. They may develop independ- 
ently of the colonic lesions or occur as a 
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result of the general toxemia or lowered 
resistance associated with chronic ulcera- 
tive colitis. 

A very important factor in many cases 
is the apparent lack of proper psychoso- 
matic approach. Another unfortunate as- 
pect of treatment has been that the gen- 
eral practitioner, because of indifference 
or lack of investigation, has made the un- 
qualified statement to the patient that “a 
colitis” (or more often, “a spastic colitis”) 
is present, although the only symptom is 
slight tenesmus or the passage of variable 
amounts of mucus in the stools. Rarely is 
proper proctologic study ever given or ex- 
amination suggested. Careful study and 
treatment plus the application of ordinary 
common sense on the part of the physi- 
cian, who should encourage the patient to 
talk of his own special worries, will pro- 
duce a more cooperative attitude; the 
patient will more readily agree to follow 
the treatments prescribed, and the best 
possible results from the combined efforts 
of physician and patient may be expected. 

Varying degrees of hemorrhage are ob- 
served in all cases of chronic ulcerative 
colitis, but it is seldom (1:200) that mas- 
sive hemorrhage requiring surgica] inter- 
vention is encountered. In these cases it 
has been my experience to observe a co- 
existing malignant condition. 

Perforation is rare (0.74 per cent), but 
when it does occur, the process may be 
rather slow and walling off of the lesions 
may ensue. I have observed 6 cases of 
perforation resulting from instrumenta- 
tion, but early surgical intervention pre- 
vented serious complications and recovery 
was uneventful. Usually the walls of the 
colon in the presence of chronic ulcerative 
colitis are thickened, and I have observed, 
as consultant, 4 cases in which there were 
stricture, previous abscess formation and 
malignant change. Accidental perforation 
was also observed; it has occurred even 
under the supervision of capable endos- 
copists. 

Stricture may occur in any portion of 
the infected area, Repeated barium study 
and 10 to 12 inch (25 to 30 cm.) procto- 
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scopic investigation will usually locate 
these lesions. Surgical intervention is 
necessary when obstruction is imminent 
or when there is indication of early inter- 
ference with the fecal current. The de- 
velopment of stricture, as well as other 
complications associated with chronic ul- 
cerative colitis of long duration, could 
have been prevented by early colectomy. 
Stricture in the terminal 10 inches (25 
cm.) of the colon may be revealed by 
digital and instrumental examination, but 
beyond this point it is discovered by the 
roentgenologist or by the pathologist at 
the autopsy table. 

Diverticulitis is rarely observed in cases 
of chronic ulcerative colitis, but abscess 
and fistula formation occurred in 3 per 
cent of the cases in this series. It is known 
that the tissues composing the walls of 
the infected colon become infiltrated and 
weakened when permeated by infection. 
Consequently, leakage or perforation, with 
abscess formation, may readily occur. 
Drainage or discharge usually penetrates 
the lumen of the bowel; however, because 
of approximation and extension of the in- 
fection, it may result in fistula formation 
with other neighboring bowel segments, 
the vagina or the bladder. Abscess forma- 
tion is more frequently localized, and 
drainage usually suffices. Surgical repair 
of a fistula is often a precarious procedure 
and may require a staged operation. 

In my series of 425 cases of chronic 
ulcerative colitis, observed in private prac- 
tice from 1940 to 1950, the incidence of 
carcinoma was 4 per cent. It is my opinion 
that this is too low a percentage to be 
accurate, because I was unable to follow 
up many of the patients after a number 
of years. Had I been able to follow all the 
patients carefully, I am convinced that the 
presence of malignant disease would be 
revealed in over 10 per cent. It is obvious 
that early ileostomy with complete colec- 
tomy will practically eliminate the possi- 
bility of malignant change and the many 
other aforedescribed complications. The 
association of polyps with chronic ulcera- 
tive colitis is the most frequent compli- 
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cation observed, and, if one accepts the 
dictum that all polyps or adenomatous 
growths must be regarded as precancerous, 
no consideration can be shown them. Radi- 
cal fulguration through the sigmoidoscope 
should be instituted whenever possible. No 
attempt to save the rectum and later do 
an ileosigmoidostomy has proved satis- 
factory. Polyps were present in approxi- 
mately 9 per cent of the cases in this 
series, but the smaller polypoid lesions 
were amenable to removal by snaring or 
fulguration. 

Although pregnancy is not a pathologic 
complication in a patient with chronic 
ulcerative colitis, it may occur in conjunc- 
tion with it. Colitis may occur after con- 
ception, but in the large majority of cases 
it does not appear to have any effect on 
the pregnancy. Kleckner Jr., Bargen and 
Banner in 1951 stated, “It is our opinion 
that patients who have chronic ulcerative 
colitis should be advised to avoid preg- 
nancy unless the disease has been in a 
state of remission for a long time.’ 


SUMMARY 


In cases of chronic ulcerative colitis 25 
to 30 per cent of the patients require more 
than medical treatment. It is known be- 
yond doubt that radical surgical interven- 
tion is demanded for cure. Complications 
occur in the infected areas as superadded 
factors, mainly because of delay in treat- 
ment, and usually they are observed in 
association with colitis of long duration. 
Prolonged hospitalization, lack of finances, 
an adverse attitude in the patient (because 
of ileostomy) and lack of good surgical- 
radiologic-anesthetic teams prove stum- 
bling blocks to surgical treatment, which 
is the only possible cure of ulcerative co- 
litis when medical treatment fails. Even 
if complications are not considered, only 
early preliminary ileostomy and later co- 
lectomy will produce the favorable results 
we desire. 

RESUMO 


O autor salienta que em 25 a 30% dos 
casos de colite ulcerativa crénica, é indis- 
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pensavel, nao somente o tratamento médi- 
co, mas, sébretudo uma inntervencao ci- 
rurgica radical para a cura respectiva. 

Discute todos os fatéres de ordem médi- 
ca e social que complicam tais casos, com- 
plicagées graves muitas vezes, sendo a téc- 
nica indicada a ileostomia previa seguida 
de posterior colectomia. 


RESUMEN 


Del 25 al 30 por ciento de los casos con 
colitis ulcerativa crénica, requieren mas 
que tratamiento médico. Es bien conocido 
que la intervencion quirtrgica radical se 
requirere para la curacién. Las complica- 
ciones se presentan en las areas infectadas 
como factores sobreagregados, principal- 
mente en caso de retardo terapetitico y se 
observan en asociacién con la colitis de 
larga duracién. La hospitalizacién pro- 
longada, dificultades econdmicas, actitudes 
adversas del paciente (a causa de la ile- 
ostomia), y la falta de un buen sistema 
quirtrgico-radiolégico-anestésico, son tro- 
piezos que bloquean al tratamiento qui- 
rurgico, el que constituye la tinica posibi- 
lidad de curacién de la colitis ulcerativa, 
una vez que ha fracasado el tratamiento 
médico. Aun cuando no se consideren las 
complicaciones, unicamente la ileostomia y 
la colectomia posterior produciran los re- 
sultados favorables deseados. 


RIASSUNTO 


Nel 25-30% dei pazienti affetti da colite 
ulcerosa cronica le cure mediche non ba- 
stano in quanto, per raggiungere la guari- 
gione, ormai non c’é alcun dubbio, é ne- 
cessario l’intervento chirurgico. Possono 
verificarsi complicazioni nelle zone ove 
esistono fatti infettivi, sopratutto in rap- 
porto al ritardo con cui é stata praticata la 
cura e, di solito, allorché esistono coliti di 
lunga durata. L’ospedalizzazione prolun- 
gata, la mancanza di mezzi e di una equipe 
formata da un chirurgo, un radiologo e un 
anestetista esercitati ed affiatati tra loro, 
frappongono seri ostacoli alla cura chi- 
rurgica che, quando la cura medica abbia 
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fallito, V’unica possibile terapia della 
colite ulcerosa. Anche senza tener conto 
delle possibili complicazioni, soltanto l’ile- 
ostomia, seguita pill tardi dalla colectomia 
potra dare i risultati desiderati. 


ZUSAM MENFASSUNG 


In 25 bis 30 Prozent der Kranken, die 
an chronischer geschwiiriger Dickdarm- 
entziindung leiden, kommt man mit medi- 
zinischer Behandlung nicht aus. Radikale 
chirurgische Behandlung ist zur Heilung 
zweifellos erforderlich. Komplikationen 
kommen in den infizierten Gebieten als 
aufgepfropfte Faktoren hauptsachlich als 
Folge von Verzégerungen in der Behand- 
lung vor und werden im allgemeinen in 
Fallen von lange bestehender Kolitis beob- 
achtet. 

Die Anwendung chirurgischer Behand- 
lung, die, wenn medizinische Mittel ver- 
sagen, die einzige Méglichkeit zur Heilung 
der ulzerativen Kolitis bietet, wird behin- 
dert durch ausgedehnten Krankenhausauf- 
enthalt, Geldmangel, Widerstand des 
Kranken (wegen der Furcht vor der Ile- 
ostomie) und durch den Mangel an guten 
aus Chirurgen, Roentgenologen und Ana- 
sthesiologen zusammengesetzten Arbeits- 
gruppen. Auch in Fallen, wo Komplika- 
tionen nicht in Betracht gezogen werden, 
stellen die praliminare Ileostomie und die 
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spiter folgende Dickdarmresektion das 
einzige Verfahren dar, das zu den ge- 
wiinschten giinstigen Resultaten fiihrt. 


RESUME 


25 a 30% des patients souffrant de colite 
ulcéreuse chronique demandent plus qu’un 
traitement médical. Seul le traitement 
chirurgical radical est curatif. Les com- 
plications dans les régions infectées sont 
accessoires et dues a un retard dans le 
traitement ou secondaires a de vieilles lé- 
sions. Une trop longue hospitalisation, le 
manque de finance, la mauvaise volonté du 
patient a subir l’iléostomie, l’absence d’une 
équipe coordonnée de radiologistes, de chi- 
rurgiens et d’anesthésistes sont autant de 
facteurs qui causent ]’échec dans le traite- 
ment définitif de la colite uleéreuse méme 
sans complications. L’iléostomie précoce 
puis la colectomie peuvent seules amener 
une guérison 
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Treatment of Comminuted Colles’ Fracture 


E. O. GECKELER, M.D. 
PHILADELPHIA, PENNSYLVANIA 


HE common injuries of the wrist 

] known collectively as Colles’ frac- 

tures are too often considered of 
minor importance, and satisfactory results 
are usually taken for granted. Statistical 
reports on these fractures, however, reveal 
a deplorably large percentage of poor re- 
sults. Follow-up examinations of such in- 
juries show that many patients have 
permanent deformity and weakness. Al- 
though most of the typical Colles’ frac- 
tures are found to have been corrected, a 
great many of the comminuted type of 
fractures of the radius have not been 
reduced, and permanent disability is the 
consequence. 

Importance of Differentiation. — There 
is much confusion in the treatment of 
fractures near the wrist and in the evalu- 
ation of their results, because the term 
“Colles’ fracture” is commonly used for 
all breaks in the lower end of the radius. 
The fracture originally described by Abra- 
ham Colles is located “one and a half 
inches above the carpal extremity of the 
radius,” with characteristic posterior dis- 
placement of the distal fragment, pro- 
ducing a typical deformity. To reduce the 
displacement Colles recommended manual 
traction, the surgeon “locking his hand in 
that of the patient.” Surgeons today have 
no great difficulty in correcting this type 
of fracture by manipulation and the ap- 
plication of some form of splinting. The 
really troublesome injury is characterized 
by comminution; this is not a Colles’ frac- 
ture, being more distal and involving the 
wrist joint.- Statistics show that the com- 
minuted fracture is much more common 
than the true Colles’ fracture, White hav- 
ing found an incidence of 74 per cent in 


From the Department of Orthopaedics and Fractures, 
Hahnemann Medical College and Hospital, Philadelphia. 
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his series. The severe squashing of the 
bone and “telescoping” of the fragments 
cannot be treated by manipu'ation; fur- 
thermore, even after reduction such a 
fracture is difficult to immobilize satis- 
factorily, as it is unstable and there is a 
decided tendency to redisplacement. In- 
judicious manipulation not only may fail 
to reduce the displacement but can even 
increase the damage to this spongy portion 
of the bone. Every surgeon remembers 
cases in which roentgen films of such frac- 
tures showed reduction after manipula- 
tion and the application of plaster but in 
which later, when the cast was removed, 
showed recurrence of the deformity. Thus 
it is evident that the many poor func- 
tional results and deformities following 
fractures of the distal end of the radius 
are caused by failure to differentiate 
simple injuries above the wrist joint 
(Colles’ fractures) from comminuted frac- 
tures that involve the wrist joint, and 
failure to choose the proper treatment for 
the individual case. 

Variation in Treatment.—Many of the 
current textbooks on fractures do not 
classify these injuries separately nor do 
they make any differentiation in their 
treatment. For instance, Watson-Jones 
does not separate the typical Colles’ frac- 
ture and the comminuted fracture, and 
advises manipulation and immobilization 
with plaster for both forms. He has stated, 
“The reduction of Colles’ fracture pre- 
sents no difficulty, but the application of 
a plaster cast which is tight enough to 
prevent redisplacement, and not so tight 
as to interfere with the circulation, de- 
mands skill and experience.” This promi- 
nent author expresses a rather common 
opinion. Similarly, Key and Conwell 
have recommended manipulation and man- 
ual traction followed by immobilization 
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Fig, 1.—A, traction with finger trap on thumb for reduction of comminuted fractures of the radius. 

This traction also corrects lateral shifting at the wrist which accompanies fracture of ulnar styloid or 

severe ligamentous damage. B, with traction maintained, a Kirschner wire is drilled through meta- 
carpal bone of thumb, and another wire is drilled through proximal end of ulna. 


Fig. 2.—Padded cast applied during traction, including two Kirschner wires. The limb is then 
removed from traction frame. Plaster extends to the knuckles but does not include the elbow. 
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Fig. 3.—Severe fracture, with comminution of distal portion of radius and fracture of ulnar styloid. 
A, anteroposterior view before traction; B, correction by traction; C, lateral view before traction; 
, correction by traction. 


Fig. 4.—Severe fracture with comminution and impaction of distal portion of radius and fracture of 
ulnar styloid with lateral shift. A, anteroposterior view before traction; B, correction by traction; 
C, lateral (oblique) view before traction; D, correction by traction. 


with plaster for all of these fractures, 
without differentiation. 

As an example of the wide variation in 
treatment, one large clinic admits patients 
with comminuted fractures of the radius, 
inserts a Kirschner wire across the meta- 
carpal bones, and applies balanced trac- 


tion in bed for four weeks. A satisfactory 
ambulatory form of treatment for the 
comminuted fractures was described first 
by Bohler. This consists of drilling a 
Kirschner wire through the second and 
fifth metacarpal bones and _ another 
through the proximal end of the ulna; 
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then, while traction is made on the meta- 
carpal bones, a cast is applied to include 
the wires for transfixion. Many others 
have found Bohler’s method satisfactory. 
Anderson uses an external fixation splint, 
inserting a pin in the first metacarpal 
bone and two pins in the shaft of the 
radius. Hammond recommends the Bohler 
method of traction-transfixion for severe 
and moderate comminution but extends 
the cast upward to immobilize the elbow; 
with less comminution, in his opinion, it 
may be possible to maintain reduction by 
a very efficient plaster cast. Carothers and 
Berning have described a simple method, 
in which they make traction on only the 
thumb, and during this traction apply an 
unpadded cast. 


So much variation in treatment of these 
fractures indicates a need of standardi- 
zation. There is evidence, in many sta- 
tistical reports that deformity and perma- 
nent disability are common. For instance, 
Gartland and Werley observed that 60 per 
cent of the patients they examined a year 
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and a half after injury had most of the 
original deformity, They concluded that 
immobilization of such fractures by plas- 
ter alone was not adequate, although in 
many cases the displacement apparently 
had been reduced at the time of primary 
treatment. 

Author’s Method.—As with other frac- 
tures that involve joints, a satisfactory 
end result depends mainly on complete re- 
duction followed by adequate fixation. I 
have simplified the treatment of these 
injuries by combining the traction-trans- 
fixion method originally described by Boh- 
ler with simple traction on the thumb as 
advocated by Carothers and Berning. 
With the patient’s elbow held flexed in an 
upright position, vertical traction is made 
on the radius with a finger trap fastened 
only to the thumb. This corrects the 
shortening of the radius and the ulnar 
shift at the wrist. While the pull is main- 
tained, a Kirschner wire of medium thick- 
ness is drilled transversely through the 
metacarpal bone of the thumb, and a simi- 


Fig. 5.—Comminuted fracture of distal portion of radius and fracture of ulnar styloid. A, antero- 
posterior view before traction; B, correction by traction; C, lateral view before traction; D, correc- 
tion by traction. 
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lar Kirschner wire is drilled through the 
upper portion of the shaft of the ulna. 
Then sheet cotton bandages and plaster 
are applied in such a manner as to in- 
clude the two wires. The cast extends 
from the metacarpophalangeal joints of 
the fingers to the flexure of the elbow, 
with the wrist in normal position. Neither 
the end joint of the thumb nor the elbow 
joint is included in the plaster. Traction 
on the thumb is removed after the cast has 
hardened. 

Follow-Up Treatment.—Little follow-up 
treatment is necessary, because there is a 
remarkably free range of voluntary move- 
ment of the thumb and fingers, and elbow 
movements are not restricted. The cast 
should not be changed, because there is a 
decided tendency to shifting of the frag- 
ments, with recurrence of the deformity. 
After eight weeks, when the fracture has 
united, the plaster and wires are removed ; 
then an anterior splint and an ace bandage 
are worn part of the time for two addi- 
tional weeks. 

This form of treatment has been used 
routinely for comminuted fractures of the 
distal end of the radius in the fracture 
service at this hospital during the past 
four years, with satisfactory reduction and 
good function. There have been no com- 
plications, and the patients have been re- 
lieved of pain and swelling from the be- 
ginning of treatment. 


SUMMARY 


Every fracture of the distal portion of 
the radius should be treated according to 
its individual requirements. Comminuted 
fractures involving the wrist joint must be 
clearly differentiated from typical Colles’ 
fractures. Advantages of the simple form 
of traction-transfixion described by the 
author for comminuted fractures are the 
certainty of reduction and adequate im- 
mobilization, the absence of complications 
and the satisfactory end results. 


RESUMEN 


Toda fractura de la parte distal del 
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radio debe ser tratada de acuera sus re- 
querimientos individuales. Las fracturas 
conminutas de la articulacién del pufo 
deben ser diferenciadas claramente de las 
fracturas tipicas de Colles. Las ventajas 
de la forma simple de traccion-transfixi6n 
descrita por el autor para las fracturas 
conminutas, son la seguridad de reducci6n 
y la mobilizaci6n adecuada, la ausencia de 
complicaciones y los satisfactorios resulta- 
dos finales. 


RESUMO 


Todas as faturas da extremidade distal 
do radio devem sér tratadas encarando-se 
os caracteres individuais dos fraturados. 
Deve haver uma exatada diferenciacao 
entre as fraturas cominutivas juxta-arti- 
culares das fraturas tipe Colle. O autor 
descreve as vantagens dos diversos tra- 
tamentos a sérem adotados em tais casos, 
detalhando os resultados observados. 


ZUSAMMENFASSUNG 


Jede Fraktur des distalen Endes des 
Radius sollte nach den Erfordernissen des 
Einzelfalles behandelt werden. Briiche des 
Handgelenks mit mehr als zwei Fragmen- 
ten miissen klar von der typischen Radius- 
fraktur unterschieden werden. Die Vor- 
teile der einfachen vom Verfasser be- 
schriebenen Form der Traktions- und 
Transfixionsbehandlung der Frakturen 
mit mehreren Bruchstiicken liegen in der 
Sicherheit der Einrichtung des Bruches, 
der zuverlassigen Ruhigstellung, im Aus- 
bleiben von Komplikationen und im Er- 
zielen giinstiger Endsultate. 


RIASSUNTO 


Le fratture dell’epifisi distale del radio 
vanno curate con metodi adeguati alle 
particolari caratteristiche del caso. Le 
fratture comminute interessanti |’articola- 
zione del polso vanno attentamente distin- 
te dalle fratture tipiche di Colles. I van- 
taggi del metodo descritto dall’Autore per 
la cura delle fratture comminute consisto- 
no nella certezza della riduzione e della 
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contenzione, nell’assenza di complicazioni 
e nei buoni risultati. 


RESUME 


Toute fracture de la portion distale du 
radius devrait avoir une attention parti- 
culiére. Une fracture comminutive intére- 
ssant le poignet étre différenciée d’avec 
celle de Colle. L’auteur suggére le pro- 
cédé de traction par transfixion afin d’évi- 
ter toute complication dans les fractures 
comminutives. 
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The Oscillating Sign as an Aid to Differential 


Diagnosis of Acute Abdominal Disease 


MARTYN C. RATZAN, M.D., F.C.C.P., A.I.C.S. 
BROOKLYN, NEW YORK 


HE difficulty of determining whether 
splinting over a suspected 

emergency surgical condition is ob- 
jective or is subjectively controlled by the 
patient is a problem with which every 
examining doctor is familiar. The nerv- 
ous and apprehensive patient, the hysteri- 
cal patient and the child present problems 
that present a distressing obstacle to sur- 
gical evaluation of an abdomen. The ob- 
servant and conscientious surgeon, with 
a good history for what appears to be an 
obvious diagnosis, will often, on exami- 
nation, find himself unable to arrive ob- 
jectively at the conclusion which intuitive- 
ly and by experience he feels he must 
obtain. This is largely due to lack of the 
patient’s cooperation. 

Spasm of the rectus muscle voluntarily 
controlled must be differentiated from the 
involuntary spasm by which the same 
muscle is reflexly splinted to control and 
protect an underlying intra-abdominal 
surgical disease. This difficulty of diagno- 
sis is most common in cases of appendicitis 
and represents a problem, particularly in 
children. Here the subjective symptoms 
of fear are prevalent; children therefore 
refuse to admit, even on pressure of the 
examining hand, the presence of pain or 
tenderness. 

It has been my custom to flex the child’s 
thighs on the abdomen with both knees 
bent, the heels resting on the bed, to place 
the palm of my right hand on the top of 
both knees and, while moving the knees 
to and fro, to keep my left hand pressed 
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over the spot of suspected surgical dis- 
ease; i. e., in the circumstances afore- 
described, over McBurney’s point, It has 
been my observation that if one does this 
gently, pressing down with the left (ex- 
amining) hand, the muscle guarding due 
to the patient’s apprehension will subside 
as this rhythmic to-and-fro pull on the 
abdominal wall relaxes the initial spasm 
of the rectus and other abdominal mus- 
cles. However, if there is intrinsic intra- 
abdominal disease, the hand descends a 
certain distance only, and then the muscle 
guarding prevents its further downward 
movement, which eliminates all doubt. It 
is my conclusion, from abdominal exami- 
nations performed during the past eleven 
years, that this technic of abdominal ex- 
amination is a valuable aid to diagnosis 
of intra-abdominal emergency conditions, 
especially of acute appendicitis in children. 

In a series of cases studied, the temper- 
ature, leukocytosis, nausea, vomiting, pre- 
vious history and history of onset of the 
potential surgical problems have been of 
varying importance. In several instances 
the fever and leukocytosis were at vari- 
ance with the pathologic condition ob- 
served at operation and in the laboratory. 
In these cases the oscillating sign was 
either doubtful or negative, but it was 
deemed expedient to operate. In the fu- 
ture more reliance on this sign might 
limit or at least help to determine the 
emergency nature of the surgically dis- 
eased abdomen. Cases of appendicitis are 
here presented, since this condition is the 
most frequent single surgical emergency. 
However, the method is applicable to all 
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intra-abdominal diseases, for essentially it 
is a method of differentiating between 
voluntary splinting and muscle guarding 
due to an intrinsic, involuntary intra-ab- 
dominal insult. And, since all visceral 
affronts are referred, usually to embryo- 
logically related areas or areas with which 
the affected viscera have co-originated, it 
is obvious that any abdominal site of 
spasm may be investigated by this method. 


REPORT OF CASES 


CASE 1.—R. N., a white man aged 23, was 
admitted to the hospital on May 23, 1950. He 
had had para-umbilical cramps eleven hours 
earlier, followed by localization of the pain 
to the right lower abdominal quadrant, with 
nausea but no vomiting. A similar attack, 
with pain in the same quadrant, had occurred 
about five years earlier. There was no urinary 
dysfunction. 

Examination of the abdomen revealed mus- 
cle spasm, with tenderness over McBurney’s 
point. Spasm was relieved with the aid of the 
oscillating sign, which was equivocal. 

The erythrocyte count was 4,520,000 per 
cubic millimeter of blood; the leukocyte count 
was 9,850, with 75 per cent polymorphonu- 
clears, 20 per cent lymphocytes, 3 per cent 
monocytes and 2 per cent eosinophils. The 
impression was that of acute appenditicis. Ap- 
pendectomy was performed. The pathologic 
diagnosis was chronic appendicitis. 

Comment: This patient had a definite 
history of appendicitis and of one earlier 
attack. The laboratory data were “border- 
line,” but the oscillating sign was equivo- 
cal, and chronic appendicitis was the actu- 
al condition present. 


CASE 2.—L. K., a white woman aged 35, was 
admitted to the hospital on May 23, 1950. She 
had had pain and cramps in the right lower 
abdominal quadrant for the past thirty-six 
hours, accompanied with nausea but without 
vomiting. A similar attack had occurred five 
days before, and there had been repeated pain 
in the right side for years. 

The menses were regular, occurring every 
twenty-eight days. The patient had been de- 
livered of a child on May 14, the birth being 
regular and normal. There were no unusual 
signs or symptoms referable to the urinary 
tract. A miscarriage had taken place two 
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years prior to admission, and a cervical poly- 
pectomy had been performed a year there- 
after. 

Tenderness and muscle splinting were elic- 
ited over McBurney’s point. There was no 
hernia. Rectal examination gave negative re- 
sults. The oscillating sign was positive. Vag- 
inal examination revealed some fullness in 
the right adnexal region. The uterus was 
retroverted and slightly enlarged. There was 
no tenderness on movement of the cervix. 

The leukocyte count was 6,700 per cubic 
millimeter of blood, with 64 per cent ploymor- 
phonuclears and 36 per cent stab cells. The 
impression was that of acute appendicitis and 
ovarian cyst. Appendectomy was performed. 
The pathologic diagnosis was acute suppura- 
tive appendicitis. 

Comment: Here a typical history of ap- 
pendicitis was associated with normal lab- 
oratory data and a positive oscillating 
sign. Acute appendicitis was present. 


CASE 3.—C. C., a woman aged 52, was ad- 
mitted to the hospital on Aug. 2, 1950. She 
had had pain in the right side for five or six 
days, localized to the region of McBurney’s 
point. There was tenderness at McBurney’s 
point, with spasm over the area. There was no 
rebound. The oscillating sign was equivocal. 
The leukocyte count was 8,450 per cubic milli- 
meter of blood, with 67 per cent polymorpho- 
nuclears and 29 per cent lymphocytes. The 
impression was that of retrocecal appendicitis. 
Appendectomy was performed, and the patient 
had an uneventful convalescence. The patho- 
logic diagnosis was chronic appendicitis. 

Comment: In this case the history was 
difficult to evaluate, yet the pain was 
sharply localized at McBurney’s point for 
five or six days. Although the laboratory 
values were normal and the oscillating 
sign equivocal, operation was performed 
because of the long duration of the pain 
and its sharply defined localization. Chron- 
ic appendicitis was present. 


CASE 4.—J. B., a white girl aged 3 years, 
was admitted to the hospital on Sept. 19, 1950, 
after three attacks of colicky abdominal cramps 
within a period of twelve hours. There was 
no diarrhea, and the stools were normal. Ex- 
amination of the abdomen revealed no muscle 
splinting, no rebound and no localized pain, 
though tenderness was present equally in all 
four quadrants. The oscillating sign was neg- 
ative. There were no masses in the rectum. 
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Examination of the ears, nose and throat re- 
vealed congestion. The lungs were essentially 
normal. The temperature was 104 F. The 
leukocyte count was 8,000 per cubic millimeter 
of blood, with 60 per cent polymorphonuclears, 
35 per cent lymphocytes and 5 per cent mono- 
cytes. The urine was normal. The impression 
was that of mesenteric adenitis, with the pos- 
sibility of appendicitis to be ruled out. 

The child was treated with penicillin and 
fluids. Twelve hours after admission the tem- 
perature was normal, with no signs or symp- 
toms of abdominal pain, and she was discharg- 
ed with a diagnosis of mesenteric adenitis. 


Comment: In this case the history was 
equivocal and the laboratory data normal. 
The diagnosis of appendicitis had been 
made by an excellent voluntary hospital. 
The oscillating sign was negative. The 
child spent only two days in the hospital, 
and no operation was necessary. 


CASE 5.—M. M., a white woman aged 19, 
was admitted to the hospital on Sept. 24, 1950. 
She had had repeated attacks of abdominal 
distress, with the pain localized to the right 
side and radiating into the right leg. She was 
just completing her menstrual period (fifth 
day). On the afternoon of the day of admis- 
sion severe abdominal cramps developed, asso- 
ciated with continual retching and radiation 
of pain into the right lower abdominal quad- 
rant and the right thigh. There was no uri- 
nary dysfunction. There was spasm over 
McBurney’s point, with deep tenderness but 
no rebound. The oscillating sign was equivo- 
cal. The rectum was tender and showed full- 
ness on the right side. There was no pain on 
movement of the cervix. The leukocyte count 
was 15,950 per cubic millimeter of blood, with 
81 percent polymorphonuclears and 15 per cent 
lymphocytes. The urine was normal. The tem- 
perature was 100 F. The impression was that 
of acute appendicitis, with the possibility of 
ovarian cyst to be ruled out. Appendectomy 
was performed, and the patient had an un- 
eventful convalescence. The pathologic diag- 
nosis was chronic appendicitis. 


Comment: This patient’s history was 
indicative of acute appendicitis. Leuko- 


cytosis was present, and the polymorpho- 
nuclear leukocyte count was elevated. Only 
slight fever was present, and the oscillat- 
ing sign was equivocal. Operation revealed 
chronic appendicitis. 
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CASE 6.—M. D., a white girl aged 12, was 
admitted to the hospital on Oct. 4, 1950. She 
had not yet menstruated, and there was no 
urinary dysfunction. Severe abdominal cramps 
had started four hours prior to admission, with 
nausea and continual vomiting. The pain radi- 
ated toward the right side, but there was no 
distinct localization. Spasm and tenderness 
were elicited over McBurney’s point. The Rov- 
sing sign was positive and the oscillating sign 
equivocal. The leukocyte count was 18,500 per 
cubic millimeter of blood, with 80 per cent 
polymorphonuclears and 18 per cent lympho- 
cytes. The urine was normal. The temperature 
was 101.2 F. The impression was that of ap- 
pendicitis. Appendectomy was performed, and 
convalescence was uneventful. The pathologic 
diagnosis was chronic appendicitis. 


Comment: In this case the classic text- 
book picture of acute appendicitis was 
present. Fever and leukocytosis were ob- 
served, the urine was normal and the 
oscillating sign was equivocal. The actual 
condition present was chronic appendici- 
tis. 

CASE 7.—J. T., a white man aged 24, was 
admitted to the hospital on Aug. 30, 1950, with 
a history of abdominal cramps of twelve hours’ 
duration, with nausea and slight vomiting. 
There were no abnormalities or complaints 
referable to the urinary tract. The patient 
was not in acute distress but complained of 
abdominal cramps. There was tenderness in 
the right lower abdominal quadrant, and mus- 
cle splinting was elicited over McBurney’s 
point. No rebound tenderness was present. 
The oscillating sign was positive. Rectal ex- 
amination revealed no abnormality. The leu- 
kocyte count was 14,600 per cubic millimeter 
of blood, with 88 per cent polymorphonuclears, 
10 per cent lymphocytes and 2 per cent mono- 
cytes. The temperature was 100.4 F. The im- 
pression was that of acute appendicitis. Ap- 
pendectomy was performed, and the patient 
had an uneventful convalescence. The pathol- 
ogic diagnosis was acute suppurative appendi- 
citis with periappendicitis. 

Comment: Here both the history and 
the leukocytosis indicated acute appendi- 
citis. Slight fever was also present. 


CASE 8.—N. M., a white man aged 47, was 
admitted to the hospital on June 12, 1950. He 
complained of pain in the right lower abdom- 
inal quadrant, of twenty-four hours’ duration, 
and accompanied with nausea and vomiting. 
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He had taken a soapsuds enema, without re- 
lief. Examination revealed tenderness in the 
right lower quadrant, with muscle splinting 
and rebound tenderness. Spasticity was pres- 
ent throughout the abdomen, but the pain was 
localized at McBurney’s point. The oscillating 
sign was positive. The leukocyte count was 
14,750 per cubic millimeter of blood, with 87 
per cent polymorphonuclears. The urine was 
normal. The temperature was 101.3 F. The 
impression was that of acute appendicitis with 
perforation, with right peptic ulcer to be ruled 
out. Appendectomy was performed. The path- 
ologic diagnosis was acute gangrenous appen- 
dicitis. The discharge note (August 2) reads 
as follows: “. . . ruptured appendix followed 
by self-inflicted S.S.E. enema and then by fecal 
peritonitis. Sedimentation rate is slightly ele- 
vated—12-13 mm. There is slight pretibial 
edema.” 

Comment: In this case the history, the 
leukocytosis and the temperature were all 
positive indications of appendicitis; this 
patient, however, already had _ localized 
peritonitis in addition. The oscillating 
sign was positive. 


CASE 9.—L. A., a white man aged 20, was 
admitted to the hospital on Oct. 24, 1950, with 
para-umbilical cramps of forty hours’ dura- 
tion, followed by localization to the right lower 
quadrant. There was no diarrhea and no uri- 
nary dysfunction. There was tenderness in 
the right lower quadrant, with spasm over 
McBurney’s point and a suggestion of the 
Rovsing sign. The oscillating sign was equiv- 
ocal. The leukocyte count was 10,000 per cubic 
millimeter of blood, with 70 per cent polymor- 
phonuclears and 24 per cent lymphocytes. The 
urine was normal. The temperature was 99 F. 
The impression was that of acute appendicitis. 
Appendectomy was performed, and convales- 
cence was uneventful. The pathologic diag- 
nosis was chronic appendicitis. 

Comment: Here the history was typical 
of acute appendicitis. The leukocyte count 
was elevated and the oscillating sign equi- 
vocal. The actual condition present was 
chronic appendicitis. 


CASE 10.—J. G., a white man aged 37, was 
admitted to the hospital on April 4, 1950, com- 
plaining of cramps of ten hours’ duration in 
the right lower abdominal quadrant, with nau- 
sea but no vomiting. There was no urinary 
disturbance. Tenderness, direct and rebound, 
was elicited over McBurney’s point, with 
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spasm and muscle splinting in the same area. 
The cscillating sign was positive. The leuko- 
cyte count was 10,550 per cubic millimeter of 
blood, with 83 per cent polymorphonuclears. 
The urine was normal. The impression was 
that of acute appendicitis. Appendectomy was 
performed. The patient’s convalescence was 
uneventful. The pathologic diagnosis was 
acute suppurative appendicitis and periap- 
pendicitis. 

Comment: In this, a typical case as to 
the leukocytosis and the abdominal pic- 
ture, the oscillating sign was positive. 
Acute appendicitis was the condition 
present. 

These 10 patients showed varying de- 
grees of leukocytosis on both total and 
differential counts. The histories vary too 
in their decline from the typical so-called 
surgical appendiceal history. In 1 case, 
that of J. B., a previous diagnosis of acute 
surgical disease of the abdomen had been 
made. By careful abdominal palpation 
through relaxation of the abdominal mus- 
cles by the method described, no spasm 
and no muscle guarding could be detected. 
The patient was discharged without opera- 
tion and with the diagnosis of mesenteric 
adenitis. There is no doubt that the effec- 
tiveness or the fallibility of this technic 
is dependent upon the patience and ex- 
perience of the examining physician or 
surgeon. However, all adiunct signs such 
as the psoas obturator, Rovsing etc. also 
vary with th~ disease and with the examin- 
ing surgeon. 


Obviously retrocecal, retroperitoneal 
and pelvic conditions producing little mus- 
cle splinting do not lend themselves well 
to diagnosis by this method. 


So far as gallbladder disease, perforated 
peptic ulcer, and other abdominal patho- 
logic conditions are concerned, this tech- 
nic has been useful in differentiating the 
subjective and the objective part of the 
overlaying muscle spasm — nature’s at- 
tempt to guard the injured organ or part 
beneath. When the trouble is on the left 
side of the abdomen the examiner’s left 
hand moves the knees to and fro, and the 
examining hand is the right. With con- 
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centration and practice it becomes evi- 
dent that the subjective muscle guarding 
always relaxes. On the other hand, the 
active constant muscle spasm of the ab- 
dominal muscles reflexly stimulated by the 
injured organ beneath will remain resist- 
ant despite this to-and-fro motion of the 
legs. 

The value of a good history, careful 
medical examination of the chest, and 
laboratory investigation is limitless. The 
method of abdominal palpation of the ab- 
domen here described is offered only as 
an adjunct in the aid of diagnosis of sur- 
gical emergencies, 


SUMMARY 


A technic of relaxation of the abdominal 
muscles in spasm over an abdominal sur- 
gical emergency is advanced. No attempt 
is made to decry the value of laboratory 
data or normal aids to diagnosis. This 
method is offered as an adjunct or cor- 
roborative aid and not as a substitute for 
the good surgical diagnosis and technic 
that prevail in modern surgery. 


RESUME 


L’auteur décrit un procédé de relache- 
ment du spasme abdominal du ventre chi- 
rurgical. Ce procédé n’élimine pas les 
examens usuels de laboratoire mais sert 
d’adjuvant et de complément au diagnos- 
tic. 


RESUMO 


Uma técnica para relaxamente da mus- 
culatura abdominal nos casos de espasmos 
que se apresentam no abdomen agude ci- 
rurgico é apresentada pelo autor, adian- 
tando éle tratar-se de um metodo auxiliar 
para corroborar com o diagnostico cirtir- 


gico preciso. 
ZUSAMMENFASSUNG 


Es wird eine Technik zur Entspannung 
verkrampfter Bauchmuskeln in Fallen von 
akuten chirurgischen Bauchzustanden 
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empfohlen. Dabei wird kein Versuch ge- 
macht, den Wert von Laboratoriumsunter- 
suchungen oder sonstiger Seprobter diag- 
nostischer Methoden herabzusetzen. Das 
Verfahren wird lediglich als ein zusatz- 
liches oder bestatigendes Hilfsmittel und 
nicht etwa als ein Ersatz fiir die heute 
giiltigen bewahrten chirurgisch-diagnosti- 
chen Untersuchungsmethoden angeboten. 


RESUMEN 


Se da a conocer una técnica de relaja- 
cién de los mtsculos abdominales contrai- 
dos durante una emergencia quirtrgica 
abdominal. No se intenta censurar el va- 
lor de los datos de laboratorio 6 de los 
coadyuvantes usuales del diagnéstico. Se 
ofrece el método como un coadyuvante 6 
ayuda corroborativa y no como un sub- 
stituto para el diagnéstico quirtirgico y la 
técnica que prevalecen en la cirugia actual. 


RIASSUNTO 


Viene proposto un metodo, di interesse 
chirurgico, capace di produrre il rilascia- 
mento dei muscoli dell’addome in difesa 
durante uno stato patologico acuto dell’ad- 
dome. Tale metodo non ha la pretesa di 
togliere valore ai dati di laboratorio o agli 
altri sussidi diagnostici in uso, ma vuole 
soltanto essere un’aggiunta ed un aiuto 
agli ottimi mezzi diagnostici e terapeutici 
in uso nella chirurgia attuale. 
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NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College ‘of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Con- 
gress, approving the suggestion of His Excellency the Governor of the State, 
Prof. Dr. Lucas Nogueira Garcez. Brazilian members of the Board of Trustees 
were appointed to the Commission organizing the Congress, under the direc- 
tion of Prof. Dr. Carlos Gama, Vice-President of the International Congress 
and Secretary General for South America. 


The Ninth International Congress will be held from April 26 to May 2, 
1954. The official topics are (1) experience with socialized medicine in differ- 
ent countries, (2) new uses of radiology with contrast media in the various 
surgical specialties, and (3) experience with antibiotics in all branches of 
surgery. 


Since the Ninth International Congress will coincide with the Fourth 
Centennial of the city of Sao Paulo, it is hoped that the conference, in addition 
to being one of the most memorable ever held, will add much to the commem- 
orative activities of Sao Paulo. In order that the Commission may obtain in 
advance a satisfactory idea of the number who will attend, to arrange the best 
possible accommodations for them and to insure that the program shall be 
absolutely functional, all who are interested are requested to write to the 
address below. 


—Prof. Dr. Carlos Gama, Secretaria, Praca Ramos de Azevedo, 7.° 
Andar, Sala 710, Sao Paulo, Brazil. 


Organizing Commission 


Carlos Gama Emanuel Marques Porto Pedro Falcao 

José Avelino Chaves Lucas M. Machado Membros Brasileiros 
Oscar Cintra Gordinho José Médicis do “Board of Trustees” 
Eurico Branco Ribeiro Fernando Luz Filho J. M. Cabello Campos 
Rodolpho de Frietas Benjamin Rocha Sales Tesoureiro do 


A. C. Vincente Azevedo Elpidio V. Cannabrava Capitulo Brasileiro 
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Incidental Urogenital Pathologic Conditions 
Associated with 
Traumatic Urogenital Emergencies 


GEZA SCHINAGEL, M.D., F.A.CS., F.1.C.S.* 
DETROIT, MICHIGAN 


LTHOUGH occasional reference is 
A made in the medical literature of 
preexisting urogenital abnormali- 
ties in cases of urogenital emergency, 
there has been no single study of a large 
series dealing with the numerical aspect. 
This paper is a report on 346 traumatic 
urogenital emergencies observed at the 
Detroit Receiving Hospital during the 
five-year period from 1947 to 1951. In 
this series it was noted that preexisting 
urogenital pathologic conditions of the 
urogenital system were present in 91 cases 
(26.2 per cent). The statistical data are 
given in Table 1. 

The preexisting urogenital abnormali- 
ties have been classified according to the 
individual organs involved and, together 
with their frequency, are listed in Table 
2. It was possible to confirm the presence 
of these conditions at postmortem exami- 
nations in 35 (38.4 per cent) of the series 
of 91 cases. It can be seen from Table 2 
that the frequency, in descending order, 
of the different organs as sites of pre- 
existing pathologic conditions in the dif- 
ferent organs is as follows: prostate, kid- 
ney, urethra, bladder, testis and ureter. 

The numerical relations between pre- 
existing pathologic change and trauma of 
the bladder, kidney and urethra are given 
in Table 3. The greatest incidence of pre- 
existing disease occurred in association 
with trauma to the bladder; in only a few 
cases was there preexisting disease with 
trauma to the kidney and the urethra. 


*Clinical Assistant Professor of Urology, Wayne Univer- 
sity School of Medicine. 
Submitted for publication July 11, 1953. 


COMMENT 


In traumatic emergencies the aim of re- 
pair is to achieve as nearly normal func- 
tion as possible and to minimize any sub- 
sequent complications due to the inflicted 
damage. This aim usually presupposes a 
normal or nearly normal anatomic or 
physiologic pretraumatic relation or equi- 
librium of the damaged organs. In the 
cases of traumatic emergency cases re- 
ported in this paper it was observed that 
26.2 per cent of the patients had preexist- 
ing urogenital pathologic conditions up- 
setting the normal organic relations be- 
fore trauma occurred and altering the 
whole clinical picture on the patient’s ad- 
mission to the hospital. 

Unfortunately there is no simple list of 
signs or symptoms to guide one in suspect- 
ing a preexisting abnormality of the uro- 
genital tract. In the series reported here 
each case was an emergency one with mul- 
tiple symptoms, which made it difficult to 
determine the presence of preexisting ab- 
normality or disease without substantial 
urologic examination. But if the serious- 
ness of the urologic symptoms does not 
correspond with the symptoms in the ten- 
tative diagnosis of the injury, if there is 
a discrepancy, or a protraction or unex- 
pected turn in the clinical course of the 
injured person, then one must suspect and 
should look for some such preexistent con- 
dition. And as soon as possible, without 
any additional risk, every effort should 
be taken to ascertain the real status of 
the injured patient. 

To illustrate the significance of pre- 
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TABLE 1.—Relation to Preexisting 
Pathologic Conditions 


Preexisting 
Year Injuries Pathologic Condition 
1947 85 24 
1948 80 20 
1949 64 15 
1950 76 21 


TABLE 2.—Sites of Preexisting Urogenital 
Pathologic Conditions 


Kidney 22 Cases 
2 
Hydronephrosis 

Unilateral enlargement 
Glomerulonephritis 
Adrenal adenoma ... 

Ureter 1 Case 

Bladder 7 Cases 
Obstruction of neck (in female patient) ........ 1 
Cystocele 2 

Prostate 37 Cases 
26 
Cancer 7 
Cancer (metastatic) ........... 1 

Urethra 14 Cases 
Periurethral abscess .......... 1 
Posterior urethritis -......... 2 

Testis 4 Cases 
Atrophy 
Hypertrophy a 
Failure of descent 2 
Hydrocele 3 
Phimosis 2 
Epididymitis 1 


existing pathologic conditions and their 
relation to the clinical picture, 6 cases 
are here reported, with comments. 


CASE 1.—W. M., a white man aged 61, col- 
lapsed at work on Oct. 17, 1950, injuring his 
right flank. At first he had hematuria; gradu- 
ally, however, he became unconscious. There 
was no urinary output at all. He died forty- 
eight hours afterward. 

Postmortem examination revealed minimal 
capsular rupture of the right kidney but.no 
retroperitoneal hematema. Right chronic pye- 
lonephritis and hypertensive cardiovascular 
disease were present. There was renal agenesis 
on the left. 
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Comment: The slight contusion of the 
right kidney, despite its chronic inflam- 
mation, would have been smoothly healed 
with conservative treatment. The non- 
existence of the left kidney, however, 
changed the whole clinical picture, making 
the solitary kidney insufficient to maintain 
life. 

CASE 2.—J. F., a 37-year-old Negro, was hit 
above the pubic region with a fist. He fell 
down and became gradually unconscious, 
with retention of urine. Blood clots were re- 
moved from the bladder. A cystogram revealed 
no abnormality. The patient was hypertensive. 
A uremic syndrome developed, and he died 
nineteen days later. 

On postmortem examination the bladder mu- 
cosa was observed to be torn to the muscularis. 
The kidneys were polycystic. 

Comment: Despite the severe contusion 
of the bladder mucosa, the conservative 
treatment of this injury usually is success- 
ful. But in this case the retention of urine 
disturbed the already precarious func- 
tional equilibrium in the polycystic kid- 
neys; this hastened the development of 
fatal renal insufficiency. 

CASE 3.—J. P., a 56-year-old white man, fell 
on the sidewalk in an alcoholic daze on Aug. 
29, 1947. He suffered a subtrochanteric frac- 
ture of the right femur and had hematuria. 
Injury of the bladder mucosa was not severe, 
and yet the indwelling catheter was obstructed 


TABLE 3.—Numerical Relations Between 
Preexistent Urogenital Disease and Urogenital 
Traumatic Emergencies 


Preexisting Bladder Kidney Urethra 
Disease Contusions Rupture Contusions Rupture 
Adenocarcinoma 
Neuroblastoma 
of kidney .................. 
Hydronephrosis 
Pyelonephritis 
Agenesis of kidney......1 1 
Polycystic disease 
Adrenal adenoma ........ | 
Ureteral calculi .......... 1 
Prostatic adenoma ....7 3 1 1 
Prostatic 
adenocarcinoma ...... 3 1 
Urethral Stricture 
(filiform) ................ 1 1 
Hey@rocele: 1 
Epididymitis 


(bilateral, chronic) 1 
Atrophy of testicle........ 
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several times by blood clots. Uremia developed, 
and the patient died on September 25. 

Postmortem examination showed good union 
of the fracture. The bladder mucosa was in- 
tact. There was a trilobular prostatic adenoma, 
with bilateral chronic pyelonephritis. 

Comment: Despite minimal injury to 
the vesical mucosa, the retention of urine, 
based on the collateral edema of the mu- 
cosa above the preexisting large prostatic 
adenoma, disturbed the precarious equili- 
brium of renal function, which had al- 
ready been impaired by the preexisting 
bilateral pyelonephritis. This led to the 
fatal renal insufficiency. 

CASE 4.—D. M., a 69-year-old Negro, fell 
downstairs on June 22, 1950. He became un- 
conscious and had retention of urine. Cathe- 
terization of the urinary bladder was difficult, 
on account of a filiform posterior urethral 
stricture. The urine was bloody. The patient 
died the next day without regaining conscious- 
ness. 

Postmortem examination revealed hyperten- 
sive cardiovascular disease. Petechiae of the 
anterior wall of the bladder mucosa were ob- 
served. There was a filiform posterior urethral 
stricture. Bilateral chronic pyelonephritis was 
present, with hydronephrotic atrophy. 

Comment: Renal function was already 
impaired owing to the preexisting hydro- 
nephrotic atrophy of the kidneys result- 
ing from the filiform stricture. The slight 
injury of the bladder mucosa, with the 
consequent blood clots and retention of 
urine, disturbed the already precarious 
pre-uremic renal function. 

CASE 5.—S. F., a 65-year-old white man, was 
injured in a motor accident on June 5, 1950, 
suffering multiple bruises and hematomas. He 
had hematuria but became gradually uncon- 
scious. Urine was retained, and the output 
from the indwelling catheter was bloody. The 
patient contracted pneumonia and died on 
June 15. 

Postmortem examination showed superficial 
erosion of the bladder mucosa. The median 
lobe of the prostate was small. There was neu- 
roblastoma of. the left adrenal and kidney and 
also of the ureter, which was injured. 

Comment: The cause of retention was 
the contusion of the bladder mucosa and 
the small prostatic adenoma. The continu- 
ous hematuria was caused by injury of 
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the ureter in the area where the pre-exist- 
ing neuroblastoma infiltrated its walls. 

CASE 6.—F. W., a 65-year-old Negro fell on 
June 20, 1950, striking the pubic region. He 
stated that he believed the heat had overcome 
him. He was hematuric. He was treated con- 
servatively but died of pneumonia on July 1. 

On postmortem examination, healed trauma 
of the bladder mucosa was observed. There 
was adenocarcinoma of the prostate with dis- 
seminated metastases (into the lung as well). 

Comment: The minimal trauma on the 
bladder wall probably activated the dis- 
semination of the preexisting prostatic 
carcinoma, causing additional stress (for 
instance, on the lung tissues) leading to 
pneumonia. 


SUMMARY 


In 91 (26.2 per cent) of a series of 346 
traumatic urogenital emergencies, other 
pathologic conditions of the urogenital 
tract were present, unrelated to the dam- 
age of the urogenital organs resulting 
from the injuries. 

Of these 91 cases, presence of the as- 
sociated pathologic conditions was proved 
by postmortem examination in 35 (39.45 
per cent). 

It should be borne in mind, therefore, 
that, in any case of traumatic urogenital 
emergency one or more additional path- 
ologic conditions may be present, and may 
alter and influence the whole clinical pic- 
ture. 


RIASSUNTO 


In 91 casi (26.2%), di una serie 346 
urgenze traumatiche urogenitali, erano 
presenti anche altre condizioni pathologi- 
che del tratto urogenitale, non ascrivibili 
alla lesione degli organi urogenitali deri- 
vante dal trauma. 

In questi 91 casi la presenba di condizi- 
oni patologiche associate fu dimostrata 
all’autopsia. 

Bisogna quindi pensare che in ogni caso 
di urgenza traumatica urogenitale possano 
essere presenti una o pili condizioni pato- 
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logiche, le quali a loro volta possono al- 
terare e influenzare |’intero quadro clinico. 


RESUMEN 


En una serie de 346 emergencias trau- 
maticas urogenitales, 91 casos (26.6 por 
ciento) presentaron otras lesiones pato- 
l6gicas urogenitales independientes de la 
lesion resultante del traumatismo. 

En el examen postmorten de estos 91 
casos se comprobaron las lesiones pato- 
l6gicas asociadas. 

Por consiguiente debe tenerse presente 
que en cualquier caso de emergencia uro- 
genital traumatica puede estas presentes 
una 6 mas condiciones patolégicas que 
pueden alterar e influir sobre el cuadro 
clinico global. 

RESUME 


Parmi 346 traumatismes du systéme 
urogénital, 91 cas présentérent une patho- 
logie urinaire sans corrélation avec le 
traumatisme. Ces avancées sont basés sur 
les examens post-mortem. Ceci améne a4 
conclure qu’il faut rechercher des condi- 
tions pathologiques autres que celles su- 
bies par l’accident chez les traumatisés du 
systéme urogénital. 


RESUMO 


Em 191 casos de uma serie de 346, ou 
sejam 26, 2% de doentes portadéres de 


SCHINAGEL: TRAUMATIC UROGENITAL EMERGENCIES 


The teacher’s life should have three periods, study until 


lesdes traumaticos urogenitais, outras con- 
digdes patologicas foram regsitadas, sem 
que pudessem sér relacionadas com os feri- 
mentos recedos. 

Em tais casos a presen¢a de outras con- 
digdes patologicas foi verificada durante 
as autopsias. 

Deve-se ter em mente, dessa forma, que, 
em todos os casos de lesdes traumaticas 
uro-genitais, uma ou mais condicdes pa- 
tologicas podem estar presentes, podendo 
mascarar e alterar completamente o quadro 
clinico. 


ZUSAM MENFASSUNG 


In einer Serie von dreihundertsechs- 
undvierzig Unfallen mit Verletzungen des 
Urogenitaltrakts wurden 91 Falle (26%) 
gefunden, bei denen andere krankhafte 
Veranderungen des Urogenitalsystems be- 
standen, die mit den vom Unfall her- 
riihrenden Schadigungen nichts zu tun 
hatten. 

Das Bestehen der zusatzlichen Krank- 
heitsverinderungen in diesen 91 Fallen 
wurde durch Obduktion nachgewiesen. 

Man sollte also in jedem Fall von Un- 
fallverletzung der Harn-und Geschlechts- 
organe daran denken, dass daneben noch 
andere krankhafte Verainderungen dieser 
Organe bestehen kénnen, die das klinische 
Bild verandern und beeinflussen mégen. 


twenty-five, investigation until forty, profession until sixty, at 
which age I would have him retired on a double allowance. 
Whether Anthony Trollope’s suggestion of a college and chloro- 
form should be carried out or not has become a little dubious, 
as my own time is getting so short. 


Sir WILLIAM OsLER 
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The Sphenoid Sinus from a Surgical Standpoint 


GEORGE L. WHELAN, M.D. 
PHILADELPHIA, PENNSYLVANIA 


tion of the sphenoid sinus and the 

difficulty occasionally experienced in 
examining it, the examination may some- 
times be passed off lightly by the rhinolo- 
gist. He may not be as thorough as he 
should be, or he may not properly evalu- 
ate the symptoms if he fails to give them 
the necessary thought and consideration 
that are indicated. 

When one considers the many compli- 
cations that may arise as the result of 
infection of the sphenoid sinus or as a 
result of other conditions involving this 
sinus, one realizes that the importance of 
the sphenoid sinus cannot be overesti- 
mated. Meningitis first observed at autop- 
sy is occasionally traced to the sphenoid 
sinus. In such a case the sphenoid sinus 
may not have been even clinically con- 
sidered. Such a situation makes one won- 
der why such an involved sinus has been 
overlooked or has not been detected at a 
previous examination. Certain ocular man- 
ifestations like parases of the ocular mus- 
cles or involvement of the optic nerve 
may exist in a nose that appears normal 
on superficial inspection. However, later 
there may occasionally be detected symp- 
toms of malignant disease of the sphenoid 
sinus, which has been responsible for the 
ocular symptoms. In such a case the pos- 
sible involvement of the sphenoid sinus has 
been overlooked. Had the lesion been de- 
tected at an earlier examination, much 
might have been done for the patient. 
Neglect of a careful initial examination of 
the sphenoid sinus is a matter for deep 
regret. 


B tion or of the deeply placed posi- 


Read at the Northeastern Regional Meeting of the United 
States Section, International College of Surgeons, Philadel- 
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These unusual conditions are mentioned 
only as examples of what may happen if 
rhinologists are not thorough in their ex- 
aminations. Apparently a number of pa- 
tients with symptoms have been treated 
for varying lengths of time without satis- 
factory results, and only when at last the 
possibility of infection of the sphenoid 
sinus is thought of is a more careful intra- 
nasal examination made. 

It is the object of this paper to review 
some of the anatomic peculiarities associ- 
ated with this sinus which should cause 
one to give the sphenoid area more fre- 
quent and serious consideration. 

One of the difficulties, as has been men- 
tioned, is the deeply placed location of the 
sinus. A brief review of the anatomic 
background, with which all are familiar, 
as it applies to clinical conditions may not 
be amiss at this time. 

The anatomic variations of extensions 
by the sphenoid sinus are interesting; for 
example, its extensive relation to the optic 
foramen, its occasional inclusion of the 
optic nerve and its relation to the superior 
anterior aspect of the optic chiasm, caus- 
ing orbital symptoms. 

In approaching the sphenoid sinus sur- 
gically, it should not be overlooked that 
the sinus condition in question may be 
amenable to irrigation. If irrigations have 
been used unsuccessfully in the treatment 
of an infected sinus, a sphenoidotomy may 
be done by creating a large opening in 
the anterior wall of the sinus. This would 
seem to be the next indicated surgical 
procedure. Occasionally, however, if sur- 
gical intervention is to be undertaken, 
it may be necessary to investigate the in- 
terior of the sphenoid sinus if the surgi- 
cal procedure is the removal of a polyp 
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or if there is a possibility that a malignant 
growth may be present which had its 
origin in the sphenoid sinus, or that such 
a growth has invaded the sinus. 

Surgically the sphenoid sinus should be 
approached with visualization of all the 
structures that border on it. Much dam- 
age may be caused if one does not take 
into consideration the structures that are 
in the field of operation and therefore 
vulnerable. 

One anatomic fact concerning the 
sphenoid sinus that should always be 
taken into consideration is its great varia- 
tion in shape and size. There is no regular 
size. The anterior, middle and posterior 
cranial fossa border on this sinus. The 
walls come into close contact with the op- 
tic, the oculomotor and the trochlear and 
vidian nerves and with the maxillary di- 
vision of the fifth nerve. The cavity is 
usually separated from the internal carot- 
id and the sphenopalatine arteries, as 
well as from the cavernous sinus, by only 
a thin partition of bone. The sinus may 
be very large or very small. 

In considering the cavity of the sphenoid, 
the surgeon derives some consolation from 
the fact that the posterior wall is thick 
and hard and cannot be damaged by ordi- 
nary manipulation. As has been men- 
tioned, the sinuses may be almost equal 
in size, or one may be infantile while the 
opposite one is enormous and indented by 
some important structures on both sides 
of the skull. Therefore this variable struc- 
ture, when diseased, may by its peculiar 
location produce a variety of symptoms. 
The thickness of the wall depends on the 
development of the sinus. The inferior wall 
or floor, like the posterior wall, is usually 
of greater density. The remaining walls 
may be very thin, approximately 0.5 mm. 
being the average measurement of the 
fully developed bony wall. 

It is hazardous to curet the sphenoid 
cavity. First, there is a possibility of -in- 
juring the important structures surround- 
ing the sinus or of spreading the infection. 
The interior of the sphenoid cavity may 
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present bony and membranous septums 
dividing the cavity into many unusual 
shapes, or there may be a superimposed 
extension of a posterior ethmoid cell. 


With the exception of the anterior and 
the posterior, the walls of the sinus should 
be considered danger areas. They are ad- 
jacent to structures which, if damaged, 
would cause serious consequences. If one 
manipulates too vigorously in the region of 
the roof, the pituitary gland may be en- 
tered. The optic chiasm is located anteri- 
orly on the roof, and the optic nerve is 
located at each upper anterior angle. More 
dangerous than that are the lateral walls 
of each sphenoid sinus. Along the lateral 
walls of each sinus lies the cavernous sinus, 
with all of its contents—the carotid ar- 
tery, the third,:fourth, and sixth nerves 
and part of the fifth nerve. Any manipula- 
tion of the lateral wall may lead not only 
to damage of the structures but to serious 
uncontrollable bleeding. It is this wall 
that must be most rigidly avoided. The 
anterior wall is the one usually attacked 
when surgical approach is undertaken. 
There may be a number of difficulties 
that stand in the way of performing sur- 
sical manipulations. Such obstacles must 
be considered and overcome. 

In an attempt to sound the svhenoid si- 
nus, a deviated septum and a middle tur- 
binate that bulges toward the septum 
stand as guards against approach to the 
sphenoid ostium. Much of the difficulty 
may be overcome by thorough cocaniza- 
tion and shrinking of that region. A com- 
plaining patient who has been subjected 
to painful manipulation and bleeding be- 
cause unnecessary trauma has been in- 
flicted on him by the operating surgeon, 
may become fretful and nervous, and a 
most unsatisfactory situation for further 
surgical treatment of the sinus may be cre- 
ated. Intranasal procedures on the sphenoid 
sinus are best accomplished with the re- 
gion under local anesthesia. The considera- 
ble amount of bleeding usually encoun- 
tered with the use of general anesthesia 
certainly does not facilitate the operation. 
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The first emphasis, therefore, should be on 
thorough and complete anesthetization 
and hemostasis. The next consideration is 
to overcome structures that cause obstruc- 
tion to the necessary manipulation. A 
middle turbinate sometimes can be frac- 
tured outward to allow better vision. Good 
illumination is a requisite; no effective 
work can be done without it. This proce- 
dure may be all that is necessary if one 
merely wants to investigate the sinus 
through the ostium. 

When a more extensive procedure is in- 
dicated, such as making a large opening in 
the anterior wall, more preliminary ma- 
nipulation becomes necessary. Preliminary 
removal of the middle turbinate or sub- 
mucous resection of the nasal septum, or 
both, may have to be done before the 
anterior wall of the sphenoid sinus be- 
comes amenable to surgical manipulation. 
I believe in Dr. Proetz’s dictum against 
destroying the ostium when the sphenoid 
sinus is to be entered. A perforating in- 
strument or a small curet, when intro- 
duced close to the nasal septum, is in a 
safe area and easy to manipulate, and 
often this approach to the anterior wall is 
not too difficult. Before any attempt is 
made to introduce surgical instruments, 
a sound may be introduced into the sphen- 
oida] ostium in the usual manner to de- 
termine the location of the ostivm and the 
angle of the anterior wall in its relation 
to the external nares. The anterior wall 
may occupy a downward and somewhat 
outward position, or it may take an up- 
ward and backward course. Once an open- 
ing is made. it can he enlarged with for- 
cevs of the Farachi type. 

In working on the anterior wall of the 
sphenoid sinus the nasopalatine artery 
should always be considered. It crosses 
the face of the sphenoid sinus at its lower 
aspect on the way to the nasal septum. 
This artery can be very troublesome if 
severed and brisk bleeding mav be en- 
countered. If this is borne in mind, the 
mucous membrane may be attacked su- 
periorly and dissected away from the bone 
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from above downward, the artery being 
enclosed in the mucous membrane inferi- 
orly. This inferior wall, if necessary, can 
then be safely removed. At times it may 
be a wise precaution to ligate the spheno- 
palatine artery to avoid its accidental 
severance. 

Sphenoidotomy is done for the purpose 
of instituting drainage and ventilation for 
chronic suppurative infection. However, 
when contents of the sphenoid sinus, such 
as polypi or thickened mucous membrane, 
must be removed, such an operation should 
be approached with caution. In cases of 
malignant disease of the sphenoid sinus, 
removal of tissue for biopsy is necessary. 
Surgical treatment thereafter calls for 
extreme care. Overzealousness in manipu- 
lating within the interior of the sinus is 
fraught with danger, and, although much 
may be removed, the operation may not 
prove to be too helpful. Irridiation for 
malignant disease may offer some relief, 
but the outlook is not very encouraging. 

Localization of pain related to the 
sphenopalatine ganglion as mentioned by 
Proetz often presents a problem. A diffi- 
cult case may be encountered in which 
pain persists after radical operation of the 
sphenoid. In such a case the vidian nerve 
may be an important factor in causing the 
symptoms. Injection of the nasopalatine 
ganglion with alcoho] may be of value in 
relieving the symptoms. 

It is possible that excessive ventilation 
of the sphenoid may cause dryness and 
discomfort. 

Hajek stated that it is highly probable 
that bony changes occur in a manner ana- 
logous to those which occur in the frontal 
sinus. Through the medium of thrombo- 
phlebitis, suppuration and necrosis of the 
underlying bone may occur. In some of 
Hajek’s cases, in which the diagnosis was 
confirmed at necropsy, it was a question 
of a softening of the sella turcica, with 
consequent meningitis. The whole sphen- 
oid bone appeared brittle and infilitrated 
with pus. In individual cases the medial 
wall of the optic canal bordering on the 
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sphenoid sinus was necrotic; the optic 
nerve was destroyed, and blindness re- 
sulted. A rupture through this part of 
the optic canal may produce inflammation 
of the orbital contents with formation of 
a retrobulbar phelgmon. Propagation of 
the inflammation to the cranial cavity may 
result in meningitis. Shuster reported 
several cases of meningitis observed at 
autopsy, in which involvement of the 
sphenoid had been the cause. The sphenoid 
sinus had been overlooked. 

Indications for Surgical Intervention.— 
Although the sphenoid sinus is often neg- 
lected, there are really very few instances 
in which its extensive surgical treatment 
is indicated. Making a large opening in 
the anterior wall is the procedure most 
frequently described, and, after the bar- 
riers that obstruct approach to the an- 
terior wall are disposed of, the remainder 
of the procedure is easy. 

Orbital complications are not infre- 
quently the result of sinus involvement. 
There seems to be some difference of 
opinion with regard to the cause of sudden 
blindness. Some have expressed the 
opinion that multiple sclerosis is responsi- 
ble. 

Sudden onset of blindness without dis- 
cernible ocular pathologic change is still 
an indication for sphenoidotomy. This is 
stressed, even though much of the dis- 
cussion in the literature seems to lay strong 
emphasis on multiple sclerosis as a cause 
of the symptoms. Many cases have been 
reported in which immediate intervention 
has shown beneficial results. The patients 
have shown improvement in vision after 
a sphenoidotomy. If this surgical proce- 
dure has been done needlessly, it has caused 
no harm. However, should sphenoiditis be 
the cause of the blindness, delay may cause 
permanent blindness. Chronic sphenoiditis 
may cause the patient to complain of pres- 
sure symptoms in the head. Mental symp- 
toms, ocular symptoms, olfactory disturb- 
ances, general systemic disturbances, and 
the symptoms mentioned may be con- 
sidered indications for sphenoidotomy. 
Many patients with nasal complications 
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believe that a change of climate will re- 
lieve their symptoms. They are of the 
opinion that a dry climate may prove help- 
ful because of the favorable reports of the 
effects of a dry climate on pulmonary le- 
sions. The general feeling is that climate 
has not been helpful in the majority of 
cases of sinusitis. Perhaps some patients 
with nasal allergies have been helped by a 
change of location. 


SUMMARY 


Attention is directed to the necessity for 
more frequent consideration of surgical 
treatment of the sphenoid sinus. The dan- 
gerous anatomic areas surrounding the 
sphenoid sinus are discussed. The bar- 
riers to the surgical approach are con- 
sidered. 


ZUSAM MENFASSUNG 


Es wird auf die Notwendigkeit hinge- 
wiesen, die chirurgische Behandlung der 
Keilbeinhéhle haufiger in Erwaégung zu 
ziehen. Die anatomischen Gefahrenzonen 
in der Umgebung der Keilbeinhéhle und 
die einen chirurgischen Eingriff erschwe- 
renden Umstande werden erortert. 


CONCLUSIONI 


Viene richiamata |’attenzione sulla ne- 
cessita di prendere in maggior considera- 
zione il trattamento chirurgico del seno 
sfenoidale. Vengono descritte le strutture 
anatomiche circostanti al seno e gli osta- 
coli che si frappongono al suo accesso 
chirurgico. 


RESUMEN 


Se dirige la atencién hacia la necesidad 
de una consideracio6n mas frecuente en el 
tratamiento quirtrgico del seno esfenoi- 
dal. Las areas anatomicas de peligro que 
rodean el seno esfenoidal se discuten. Se 
consideran los obstaculos para la via qui- 
rurgica. 
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RESUMO 

E ressaltada a necessidade do maxima 
atencéo sdbre o tratamento cirtrgico do 
séio esfenoidal. 

Sao descritas as perigosas areas ana- 
tomicas existentes em derred6r do referido 
séio, sendo por fim estudadas as dificulda- 
des existentes ao acésso cirlirgico a regiao. 


RESUME 
L’auteur suggére une thérapeutique chi- 
rurgicale du sinus sphénoidien. I] attire 
l’attention sur les écueils anatomiques que 
le chirurgien rencontre dans cette région. 
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Blood Levels of Potassium and Sodium 


During and After Operations 


PROF. DR. MANUEL A. MANZANILLA, F.I.C.S. ( Hon.) * 
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OME types of stress produce varia- 
S tions in the metabolism of potassium 

and sodium, Several investigators 
have observed during surgical stress an 
increase in the renal excretion of potassi- 
um in excess of nitrogen and a decrease 
of urinary sodium. We have no knowledge 
of studies concerned with the blood levels 
of potassium and sodium in man, deter- 
mined during and after operations with 
the exception of Zimmerman’s contribu- 
tion (1951).! The purpose of our investi- 
gation has been to study the blood levels 
of potassium and sodium. 

Berry, Job and Campbell (1948)? no- 
ticed an increase of the urinary excretion 
of potassium during the postoperative 
phase; this was also confirmed by Randall, 
Habit, Lockwood and Werner (1949),* 
Blixenkrone - Moller (1949),* Marks 
(1950),° Eliel, Pearson and Rawson 
(1950) ,® Eliel, Pearson, Rawson and Ru- 
lon (1950),’ Wilkins, Billing, Bagy and 
Stewart (1950),° McInnes, Bodansky and 
Brunswig (1950)® and Cole (1951).!° 
Wilkins, Billing, Nagy and Stewart 
(1949)"! and Jungueira de Moraes and 
Cortes (1950)? noticed a decrease of uri- 
nary sodium in the postoperative phase. 

Experimental Procedure.—Fifty-seven 
determinations of the potassium and sodi- 
um levels in blood serum were made in 20 
patients who were operated on. The de- 
terminations were made with blood taken 
twenty-four hours before the operation, 


*Professor of Clinical Surgery, National Univ. of Mexico, 
School of Med. Mexico City. 

**Resident in Surgery, The American Hospital of Chicago. 

***Intern, The Lynn Hospital of Massachusetts. 

Presented in Spanish as an official academic contribution 
to honor the twentieth anniversary of the Mcxican Academy 
of Surgery. Mexico City, June 9, 1953. 

Submitted for publication July 20, 1953. 


MEXICO D.F., MEXICO 


during the operation and twenty-four 
hours after. Thirteen patients were given 
500 ce. of physiologic solution of sodium 
chloride during the operation; the other 
7 were given none, or very smal] quanti- 
ties (150 cc. in 1 case and 250 cc. in an- 
other). Two patients were given 250 cc. 
of whole blood. All patients received diets 
containing 3 to 4 Gm. of potassium and 
6 to 10 Gm. of sodium per day. 

The method of Breh and Gaebler (1930) !* 
was used for the determination of serum 
potassium, and a modification by Wein- 
bach (1935) 1! of the method of Butler and 
Tuthill (1931) was used for serum sodi- 
um. All patients were subjected to a 
Rowntree and Geraghty phenolsulpho- 
nephthalein test to study the possibility of 
nephritis,’° which could produce varia- 
tions of potassium and sodium in serum, 
since renal behavior is important for the 
excretion of these ions (Tarail and Elkin- 
ton, 1949.'7 and Hoffman, 1950).'* Keith, 
King and Osterberg (1943)'* also noted 
alterations of this excretion in the pres- 
ence of renal insufficiency. 


The following operations were _per- 
formed on the 20 patients: 
Inguinal herniotomy ............... 3 
Complete abdominal hysterectomy.... 1 
1 
Raaical MastvectOMy 1 
Partial thyroidectomy .............. 1 
Eventration treatment .............. 1 
Bone perforation and extraction of 
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Results.—In 19 of the 20 cases a change 
of the serum potassium level was observed 
during the operation; 14 patients showed 
an increase and 5 a decrease. The decrease 
varied from 0.2 to 6 mg., with an average 
of 2.08 mg., and the increase varied from 
0.2 to 2.4 mg., with an average of 1.06 mg. 
The algebraic sum of increases and de- 
creases was minus 1.25 mg. 

In 8 of the 20 cases, no potassium deter- 
mination was done after the operation. 
In 15 of the remaining 17 a change was 
observed in the potassium level as com- 
pared with the preoperative level. A de- 
crease wes observed in 8 cases and an 
increase in 7. The decrease ranged from 
0.77 to 7.0 mg., with an average of 3.7 mg., 
and the increase from 0.2 to 2.3 mg., with 
an average of 0.71 mg. The algebraic 
sum of decreases and increases was minus 
1.48 mg. 

The changes observed during operations 
persisted during the postoperative phase 
in 11 of the 17 cases; in the remaining 6 
there was a tendency to return to the 
preoperative level. 

In 19 of the 20 cases there was a change 
in the sodium level during the operation. 
In 10 cases a decrease was observed; in 
9, an increase. The decrease varied from 
4 to 162 mg., with an average of 56 mg., 
and the increase from 4 to 67 mg., with 
an average of 23.7 mg. The algebraic sum 
of the increases and decreases was minus 
14.6 mg. 

In 8 of the 20 cases no postoperative 
sodium determination was done. In the 
remaining 17 cases there was a postopera- 
tive change in the level of serum sodium 
as compared with the preoperative level, 
10 patients showing a decrease and 7 an 
increase. The decrease was from 4 to 67 
mg., with an average of 37.3 mg., and the 
increase, from 1 to 48 mg.. with an average 
of 22.5 mg. The algebraic sum of the in- 
creases and decreases was minus 9.94 me. 

The changes in the sodium level ob- 
served during operation persisted vost- 
operatively in 9 of the 17 cases; in the 
remaining 8 cases there was a tendency 
to return to the preoperative level. 
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We observed a decrease of both sodium 
and potassium in 7 cases, an increase of 
both electrolytes in 2 cases and an in- 
crease of sodium associated with a de- 
crease of potassium in 9 cases. 

With regard to the age of the patients 
and the changes in their potassium levels 
during operation, we observed that 12 
whose ages averaged 24 years (18-33) 
showed a diminished potassium level dur- 
ing operation; 8 of the average age of 40 
years (35-51) showed a lower level of po- 
tassium in 3 cases and an increase in 5. 
The decrease in the latter group was 0.24 
to 1.04 mg. and the increase between 0.2 
and 2.4 mg. Increase and decrease of the 
potassium and sodium levels were influ- 
enced neither by the type of anesthesia nor 
the type of operation. 

General Considerations on Potassium 
Variations.—The serum potassium consti- 
tutes only part of the potassium contained 
in the body; therefore, it cannot be con- 
sidered as an indicator of the total po- 
tassium balance. It may be high when the 
intracellular potassium level is low.?° How- 
ever, a decrease of serum potassium is 
generally associated with a decrease of 
intracellular potassium.’*7 Predominantly, 
in this study, a decrease of serum potas- 
sium was observed. 

The known factors that may cause a de- 
crease of serum potassium in surgical pro- 
cedures are as follows: 

Malnutrition: Howard and Carey 
(1949)?! have shown the importance of 
malnutrition in the development of post- 
operative potassium deficiency. During 
malnutrition the cellular catabolism pre- 
vails, producing a greater liberation of 
potassium. This factor was taken into 
consideration in the study of our cases. 

Fasting : The ingestion of 3 to 4 Gm. per 
day is required to maintain a balance of 
potassium. Furthermore, it was estab- 
lished that valuable quantities of potas- 
sium are lost during fasting. In our study 
of the preoperative conditions, fasting 
was taken into consideration. 

Stress (surgical trauma followed by 
alarm reaction) : Surgical stress activates 
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the pituitary-cortico adrenal and medullo- 
adrenal systems, which deal with the se- 
cretion of corticoids and epinephrine, ac- 
cording to the studies of Roche, Hills and 
Thorn (1950).2° Eliel, Hellman, Pearson 
and Katz (1951)? noted that ACTH modi- 
fied the concentration of potassium in sev- 
eral body tissues, reducing the serum po- 
tassium level and producing a loss of 
cellular potassium by increased urinary 
elimination, Larson (1940)** observed 
that the injection of epinephrine produces 
a decrease of the serum potassium level, 
although in the initial phase the libera- 
tion of potassium by the liver may cause 
a temporary increase. Surgical stress 
affects sugar metabolism, which in turn 
can produce a liberation of cellular potas- 
sium. Inversely, insulin produces a shift 
of extracellular potassium into the cell. 
The stress activates the cellular catab- 
olism, with liberation of potassium from 
the protein compounds and elimination of 
potassium in the urine. We considered 
stress (surgical trauma followed by alarm 
reaction) of great importance in the study 
of our cases. 

Venoclysis : Stewart and Rourke (1942) *5 
and Coller, Iob, Vogam, Kalder and Moller 
(1945) 2° observed that venoclysis of phy- 
siologic solution of sodium chloride in- 
duces the transfer of water and potassium 
from the cell, the excess of serum potas- 
sium being eliminated in the urine. In 
the cases we studied, physiologic solution 
of sodium chloride was given to some pa- 
tients. An increase of serum potassium 
was noticed in some instances and a de- 
crease in others. The decrease was rela- 
tively higher than the increase. 

General Anesthesia and Spinal Anes- 
thesia: Snyder and Snyder (1950) 27 have 
shown that anesthesia does not produce 
alterations of the serum potassium level 
or changes in the urinary excretion of po- 
tassium. Sollman?® had shown earlier 
(1944) that anesthesia decreases the level 
of serum potassium. In the study of our 
cases we considered this factor together 
with surgical] stress, since it is impossible 
to estimate these factors separately in our 
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work. 

Hemorrhage: Only a considerable loss 

of blood produces an appreciable decrease 
of potassium.” Lenahan, Spitx and Met- 
calf (1948)*° calculated the maximum 
blood loss in operations similar to those in 
our cases at some point between 100 and 
500 cc. When there is considerable loss, 
hemodilution and cellular dehydration oc- 
cur when the physiologic blood volume is 
restored. Elkinton and Winkler (1944) *! 
observed in dehydrated dogs an increase 
in the urinary elimination of potassium; 
this was observed also in man by Winkler, 
Danowski, Elkinton and Peters (1944) .** 
In our cases this factor was not important, 
because there was no significant blood 
loss. 
General Considerations on Sodium Vari- 
ations—In the same manner which we 
have described the fluctuations of serum 
potassium we shall consider the fluctua- 
tions of serum sodium, its significance and 
its relation to the distribution of sodium in 
the body. In our work we observed in- 
crease and decrease in the concentration 
of serum sodium. 

The known factors that can cause varia- 
tions in the serum levels of sodium in sur- 
gical operations are the following: 

Stress (surgical trauma followed by re- 
action) : We have already mentioned in 
reference to potassium the action of sur- 
gical stress on the pituitary-cortico adre- 
nal system.” ACTH modifies the concen- 
tration of sodium in several tissues of the 
body, producing retention of sodium fol- 
lowed by an increase of intracellular sodi- 
um (Eliel, Hellman, Pearson and Katz, 
1951) .2* In the study of our cases, we con- 
sidered stress of great importance. 

Venoclysis: Stewart and Rourke 
(1942)** and Coller, Job, Vogam, Kalder 
and Moller (1945)°* observed that the 
venoclysis of physiologic solution of sodi- 
um chloride produces retention of sodium 
and hypertonicity of the extracellular 
fluid. In our cases it was interesting to 
note that in the patients who were given 
the solution there was decrease as well as 
increase in the serum sodium levels. 
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COMMENT 


The average preoperative level of serum 
potassium was 16.2 mg. per hundred 
cubic centimeters and that of sodium 400.2 
mg. These values differ from the accepted 
norms, being slightly lower for potassium 
and higher for sodium. The differences 
were not related to the type of illness. 

The sustained decrease of potassium 
may be explained by the stimulating action 
of surgical stress on the pituitary-cortico- 
adrenal and the medulloadrenal systems, 
the lack of ingestion of potassium because 
of fasting and the increased and con- 
tinued excretion of potassium in the urine. 

The variations of the sodium level with 
a negative trend may be explained mainly 
by the redistribution of this ion in the 
organic fluids. The factors of hemorrhage, 
hemodilution and elimination may be con- 
sidered unimportant except when the loss 
is severe. 

The inverse relation between the changes 
in potassium levels and the changes in 
sodium levels is characteristic of pitui- 
tary-cortico adrenal activation; this rela- 
tion also reduces the importance of hemor- 
rhage and hemodilution, which produce a 
simultaneous decrease of the two elements. 

The study covered young and middle- 
aged patients, with different results in 
potassium fluctuations. The influence of 
age is in accord with the observations of 
other authors. Berry (1948)** observed 
that in the postoperative phase the uri- 
nary excretion of potassium was greater 
in young persons. Solomon and Shock 
(1950) ,** using epinephrine as a stimu- 
lant, made the same observation, Pincus 
(1951)*° obtained similar results with 
ACTH. Manzanilla, Fonseca, Manzanilla 
Jr. and Crespo (1952)*° obtained similar 
results in studying the effect of surgical 
stress on serum phosphorus. 

There are several interpretations on the 
different reactions of young persons and 
older persons. Berry (1948)** expressed 
the opinion that the young can dispose 
of potassium more easily. Solomon and 
Shock (1950)** came to the conclusion 
that there is a functional deficiency of the 
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anterior lobe of the pituitary gland in 
the older age group. In the opinion of 
Pincus (1951)* the different reaction is 
caused by a secondary metabolic factor 
and not by functional change of the pitui- 
tary-cortico adrenal system. Manzanilla, 
Fonseca, Manzanilla, Jr. and Crespo 
(1952) have agreed with the opinion of 
Pincus. 


SUMMARY AND CONCLUSIONS 


1. Surgical operations cause variations 
in serum potassium and sodium levels in 
man. 

2. These variations consist mainly of a 
decrease of potassium and an increase or 
decrease of sodium. 

3. The variations are explained by acti- 
vation of the pituitary corticoadrenal sys- 
tem. 

4. Fasting, with lack of ingestion of po- 
tassium, increased and continued urinary 
excretion of potassium and the possible 
resultant dehydration are other factors 
that may produce these changes. 

5. There is a relation between the age of 
the patient and the changes in the potas- 
sium level. A definite increase is present 
in young persons; a decrease or small in- 
crease is present in the older age group. 

6. The authors recommend a study of 
the balance of potassium and sodium in 
surgical patients and the use of informa- 
tion from the clinical history and perti- 
nent laboratory data, to determine the cor- 
rect administration of electrolytes. 

The variations of serum potassium and 
sodium that occur during surgical opera- 
tions have been studied by the authors in 
20 cases in which the patients underwent 
different types of operations. A decrease 
of potassium and an increase or decrease 
of sodium were observed. General con- 
siderations as to these variations are dis- 
cussed, and the known factors that may 
have an effect are pointed out. The im- 
portance of the correct administration of 
electrolyte in surgical treatment is em- 
phasized. 

Author’s Note: The surgical part of this study 


took place in the General Hospital of Mexico City. 
The hematochemical determinations were made 
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at the Instituto de Salubridad y Enfermedades 
Tropicales. We express our appreciation to Prof. 
Dr. Gerardo Varela, C.P.H., Director of the Insti- 
tute; Chem. Eng. Rat] Colorado Iris, Chief of 
the Biological Chemistry Department; Farm. 
Chem. Rodolfo Dominguez Leyva, and Biol. Farm. 
Carmen Ramirez. 


RESUME 


Les auteurs ont étudié les fluctuations 
de niveau sanguin du potassium et du so- 
dium chez 20 opérés différents. Les auteur 
dissertent sur les aspects variés de la 
question. Ils insistent sur une addition 
balanncée d’électrolytes 4 infuser aux pa- 
tients. 

1. Les interventions chirurgicales influ- 
encent le niveau du potassium et du sodi- 
um sanguin. 

2. Il existe alors une diminution du po- 
tassium et une augmentation ou une di- 
minution du sodium. 

3. Ces variations sont sous l’influence du 
systéme pituitaire et cortico-surrénal. 

4. Ces variations sont surtout secondai- 
res au jeiine, au manque de potassium 
ingéré, a l’excrétion urinaire de potassium 
avec déshydratation secondaire. 

5. L’Age influence les variations; il y a 
une augmentation chez le jeune et une di- 
minution chez les plus agés. ; 

6. Les auteurs demandent une attention 
particuliére sur le probléme important des 
électrolytes. 


RESUMEN Y CONCLUSIONES 


Las variaciones de potasio y sodio séri- 
cos que ocurren durante las operaciones 
quirirgicas han sido estudiadas por los 
autores en 20 casos en los cuales se sometio 
a los pacientes a diferentes tipos de ope- 
racion. Se observ6é disminucién del potasio 
y aumento del sodio. Se discuten considera- 
ciones generales de estas variaciones y se 
senalan los factores conocidos que puedan 
tener efecto sobre ellas. Se hace notar la 
importancia de la administracion correcta 
de electrolitos en el tratamiento quirtrgi- 
co. 

1. Las operaciones quirtrgicas producen 
variaciones en los niveles de potasio y so- 
dio séricos en el hombre. 

2. Estas variaciones consisten principal- 
mente en una disminucién del potasio y 
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aumento 6 disminuci6on de] sodio. 

8. Las variaciones se explican por 
activacion del sistema hipofisiario-cortico- 
suprarrenal. 

4. Otros factores que pueden producir 
estos cambios son la falta de ingestién de 
potasio, la excreciOn urinaria de potasio, 
continua 6 aumentada y la posible deshi- 
dratacion resultante. 

5. Existe una relacion entre la edad del 
paciente y los cambios potasicos. En las 
personas jovenes se presenta un aumento 
definido en tanto en el grupo de mayor 
edad se presenta una disminucién 6 un 
pequeno aumento. 

6. Los autores recomiendan el estudio 
del balance potasico y sddico en los paci- 
entes quirtirgicos y el uso de la informa- 
datos de laboratorio pertinentes para la 
cidn obtenida por el estudio clinico y los 
determinaci6n de la administracién co- 
recta de electrolitos. 


RESUMO E CONCLUSOES 


1. As intervencées cirlrgicas provocam 
variacdes nas taxas de sddio e potassio no 
homem. 

2. Tais variacdes consistem num aumen- 
to ou diminuicao do sodio, e numa queda 
da taxa potassica. 

3. Se explicam tais variacdes pela ativa- 
cao do sistéma pituitaricocortico-adrenali- 
nico. 

4, A dieta com pouca ingestao de alimen- 
tos ricos em potassio, a excrec4o continua 
e aumentada, por via urinaria, de potassio, 
e uma deshidratacaéo possivel, sao outros 
fatores capazes de justificar tais variacées. 

5. Existe uma perfeita relacéo entre a 
idade do paciente e as variacées potassi- 
cas, havendo aumento nos jovens, e uma 
diminuicéo ou um pequeno aumento nas 
pessdas mais idosas. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die Verfasser untersuchen an 20 Krank- 
en, die verschiedenen Arten von chirur- 
gischen Eingriffen unterzogen wurden, die 
wahrend der Operation im Blutserum auf- 
tretenden Veranderungen des Kalium und 
Natriumspiegels. Es wurde ein Abfall des 
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Kaliums und ein Anstieg des Natriums 
beobachtet. Es werden allgemeine Be- 
trachtungen iiber diese Schwankungen an- 
gestellt und die bekannten Faktoren, die 
einen Einfluss auf die Veranderungen 
haben kénnen, werden angedeutet. Die 
Wichtigkeit richtiger Anwendung von 
Elektrolyten wahrend der chirurgischen 
Behandlung wird betont. 

1. Chirurgische Eingriffe am Menschen 
verursachen Schwankungen des Kalium- 
und Natriumspiegels im Serum. 

2. Die Schwankungen bestehen im We- 
sentlichen im Abfall des Kaliums und An- 
stieg oder Abfall des Natriums. 

3. Die Schwankungen werden durch 
Aktivierung des Hypophysen-Nebennier- 
enrindensystems erklart. 

4. Weitere Faktoren, die zu den Schwan- 
kungen beitragen mégen, sind Fasten mit 
mangelnder Kaliumzufuhr, erhéhte und 
andauernde Kaliumausscheidung durch 
den Harn und die méglicherweise folgende 
Entwasserung. 

5. Es besteht eine Beziehung zwischen 
dem Alter des Kranken und den Verander- 
ungen des Kaliumspiegels. Bei jungen 
Individuen kommt es zu einem ausge- 
sprochenen Anstieg, wahrend bei den 4l- 
teren ein Abfall oder ein geringer Anstieg 
beobachtet wird. 

6. Die Verfasser empfehlen, bei chirur- 
gischen Kranken die Kalium- und Natri- 
umbilanz zu untersuchen, und die aus der 
klinischen Krankheitsgeschichte und aus 
den wesentlichen Laboratoriumsbefunden 
erhiltlichen Daten zu beniitzen, um eine 
zweckmissige Verabreichung von Elek- 
trolyten einzuleiten. 
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Silent Lesions of the Abdomen 


CHARLES S. WHITE, M.D., F.A.C.S., F.1.C.S. 


term, but a search through recent 

volumes of the Quarterly Cumulative 
Index Medicus and an inquiry of a well 
known research source failed to produce 
a single concrete reference. Bockus,! in 
one of his admirable contributions, has 
discussed the involvement of abdominal 
organs in active disease without subjec- 
tive symptoms and stressed, as conspicu- 
ous examples, ulcer of the lesser curva- 
ture, infiltrating cancer of the stomach, 
and malignant disease of the right and 
left sides of the colon. I may add to this 
list polyps of the colon. There might also 
be added the acute duodenal ulcer occur- 
ring as a complication of surgical inter- 
vention. McDonnell and McCloskey,? of 
the Jefferson Medical College, recently re- 
ported 8 cases of the last-mentioned con- 
dition describing it as an unexpected and 
often overlooked postoperative complica- 
tion, probably more common than it has 
been considered in the past. 

This paper deals with the four lesions 
of the gastrointestinal tract that have 
proved outstanding examples which, if 
recognized promptly, would be amenable 
to curative surgical treatment. 

Much of the symptomatologic picture 
of gastrointestinal disease is occupied by 
pain, expressed in a variety of manners 
and degrees. In the absence of pain and 
discomfort one may speak of the lesion as 
silent, although unrelated signs and symp- 
toms may be present. There is such a va- 
riety in lesions of the stomach and bowel 
that the pain pattern is not constant and 
its relation to the lesion is overlooked. 
“Silent” may refer to a quiet abdomen, 
without sound, or to an abdomen without 
subjective symptoms or objective signs— 


[en “silent abdomen” is a familiar 
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explainable on a physiologic rather than a 
clinical basis. : 

Wangansteen,* in a _ recent address, 
deplored the isolation of physiology from 
surgery and said, “I venture to predict 
that presently a weekly physiologico-sur- 
gical conference in which the complex 
problems of the living patient are pre- 
sented, will supersede the clinico-patho- 
logic conference in importance for the 
instruction and orientation of the surgical 
staff in university clinics. When that time 
comes, a definite forward step in surgical 
progress can be recorded on a_ broad 
front.” 

Gray and Ward? recently called atten- 
tion to the prevalence of delay in recogniz- 
ing malignant disease of the stomach. In 
95 of 104 cases an average of seven and 
eight-tenths months elapsed after the on- 
set of the disease before a physician was 
consulted, and six and four-tenths months 
passed before a diagnosis was made; 
therefore, fourteen and two-tenths months 
elapsed before rational measures were 
taken to cure the patient. Although intelli- 
gent studies were doubtless made in some 
cases, in others no symptoms were present 
to suggest the necessity of a meticulous 
examination. Too much emphasis has been 
placed upon loss of weight, anorexia, 
hematemesis and anemia as symptoms of 
cancer of the stomach. In Gray and Ward’s 
cases, 33 per cent of the patients had no 
epigastric discomfort; 98 per cent had no 
weight loss; 97 per cent had no hemate- 
mesis; 94 per cent had no anorexia, and 
92 per cent had no nausea and no vomit- 
ing. With the exception of epigastric dis- 
comfort, the symptoms most often con- 
sidered seem remarkable for their infre- 
quency. 

It has been taught, and probably still 
is to some degree, that the prominent signs 
and symptoms of carcinoma of the stom- 
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ach are anemia, dyspepsia, loss of weight 
and, in an elderly person, a palpable epi- 
gastric mass; but surgeons have learned 
by sad observation that this is the picture 
of the “hopeless case.” Little progress 
will be made in the treatment of cancer 
of the stomach until both layman and 
physician are alike impressed with the 
fact that cancer is generally a silent, in- 
sidious disease, never having an abrupt 
onset and often proceeding without in- 
capacitation of the patient. It has cer- 
tainly fallen to the lot of every general 
surgeon to be called upon to laparotomize 
patients in whom carcinoma was _ sus- 
pected, only to find a widespread invasion 
that limited surgical aid to palliation. In 
only half the cases of carcinoma correctly 
diagnosed by roentgen ray has resection 
been justified as a means of cure. 

Only by early diagnosis can the morbidi- 
ty and mortality rates be reduced. Unless 
the physician first consulted is alert and 
cancer-conscious, more five-year cures 


cannot be expected. There have been no 


radical or striking advances in surgical 
technic in this particular field in recent 
years, according to Balfour, but it is the 
preoperative and postoperative treatment 
that are responsible for the better results 
obtained. If the present five-year cure re- 
sults are to be improved, every method 
and device available for diagnosis must 
be employed. This includes a meticulous 
and searching history, cytologic examina- 
tion, full use of the clinical laboratory, 
the roentgen ray, the proctoscope and, on 
occasion, the gastroscope. The invaluable 
aid of the roentgen ray in the study of 
neoplasms of the gastrointestinal tract, 
particularly with the fluoroscope, the spot 
film, the tomograph and the contrast ene- 
ma, is fully recognized. The roentgenolo- 
gists have become more accurate in their 
interpretations, and the merging of clini- 
cal and laboratory opinions with the re- 
sults of roentgen examination into a ten- 
able diagnosis is a familiar experience. 
Nevertheless, although 90 per cent of the 
roentgen diagnoses are approximately cor- 
rect, an infallible method of detecting car- 


NOVEMBER, 1953 


cinoma in its early stages, particularly in 
the stomach, is still lacking. 

The accuracy and refinement in roent- 
gen diagnosis today far exceed the stand- 
ards of a decade ago. Rather than take 
the roentgenologist to task for his failure 
to demonstrate pathologic change, sur- 
geons would do better to consider him a 
consultant—discuss with him the clinical 
highlights, and by all means have him or 
his representative in the operating room 
in those cases in which there is an un- 
resolved problem. The roentgenologist 
might well spend more time in the operat- 
ing room, and the surgeon would profit by 
longer vists to the roentgenologic labora- 
tory. 

Gastroscopic examinations have proved 
their usefulness in the hands of those well 
trained in the use of the instrument. The 
method probably has not been given a fair 
trial, but with the introduction of newer 
models the gastroscope may prove to be 
one of the best diagnostic assets. 

Cytologic examination of stomach wash- 
ings, according to Trout and his associ- 
ates,® offers a method by which an early 
diagnosis is possible, particularly in con- 
junction with inconclusive roentgen films. 
At the University of Minnesota Hospital, 
routine examinations were made of pa- 
tients over 50 years of age with a family 
history of cancer, achlorhydria or hypo- 
chlorhydria, pernicious anemia, reduced 
hemoglobin or occult blood in the stools. 
In 1774 cases, 11 silent carcinomas were 
detected by cytologic examination of the 
gastric juices; but the whole procedure 
proved an economic burden and was there- 
fore impractical. 

Much of the foregoing comment on can- 
cer of the stomach applies as well to cancer 
of both halves of the colon and polyps of 
the sigmoid. It is almost incredible to 
what extent the cecum or the ascending 
portion of the colon may become involved 
without a complaint sufficient to bring the 
patient to his doctor; and only too fre- 
quently, when he does seek advice, he is 
told he has anemia and is given a prescrip- 
tion for iron and liver and a vitamin 
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capsule, the contents of which rival a 
chemical museum. The public has been 
“alerted” to cancer to an almost hysterical 
degree, but it is doubtful whether the 
average physician realizes the importance 
of the diagnosis of cancer in its quiescent 
but curable stage. It must be emphasized 
and reemphasized that cancer does not 
walk into the office labeled and catalogued ; 
it must be ferreted out. 

The left half of the colon responds 
earlier and perhaps more obviously to the 
invasion of cancer, because in this region 
of the bowel the contents become firmer 
and the resistance to their passage by a 
neoplasm evokes pain, attended with con- 
stipation and blood-stained stools. There 
are many exceptions, however, and it is 
not uncommon for symptoms of actual 
obstruction to be the first recognized signs 
of cancer. 

In my opinion the silent lesions of the 
abdomen, in the order of their importance, 
are cancer of the stomach, the right half 
of the colon, the sigmoid flexure, and 
polyps of the colon polyp, all of which, 
taken in their incipiency, may be surgi- 
cally cured. Their recognition demands, 
first, an early visit of the patient to his 
physician, and second, perseverance and 
diligence on the part of the physician in 
making a diagnosis. There are economic 
factors involved which at present elimi- 
nate a considerable number of patients. 
Many persons cannot afford, or are un- 
willing to assume, the expense of the ex- 
amination necessary to diagnose a lesion 
of the kind under consideration. Moore,°® 
in writing of this factor in delay, ex- 
pressed it thus: “In teaching institutions 
with highly developed laboratory depart- 
ments, it is usual for exhaustive studies to 
be carried out in cases presenting diag- 
nostic problems. This is justifiable for a 
number of reasons, so long as the limits 
imposed by costs, by time consumed, and 
by the patient’s welfare are observed. 
These are limiting considerations which 
must always be weighed against the likeli- 
hood of obtaining useful. information.” 

It is not the cost of medical care but 
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the cost of diagnosis that deprives many 
persons of the privilege of enjoying good 
health. If every patient could avail him- 
self of all the modern methods of examina- 
tion, many of the “silent” lesions would 
prove to have audible symptoms and visi- 
ble and palpable signs. The indigent and 
the well-to-do are recipients of surgery’s 
best endeavors, but unfortunately there 
are too many in between. 

The cancer detection centers have not 
contributed overmuch to the diagnosis of 
cancer of the gastrointestinal tract, espe- 
cially in the early stages—possibly for lack 
of funds. Unless their scope of examina- 
tion is expanded or some better plan is 
implemented, little assistance may be ex- 
pected from this source. The family doctor 
or the internist, whom the patient first 
consults, must still be depended on for the 
wisest counsel. 

I have no panacea for this unhappy 
situation. As the diagnostic problem is 
the scientific crux of the situation, so is 
the problem of financing elaborate diag- 
nostic surveys the real stumbling block in 
practice. In the report of the President’s 
Commission on the Health Needs of the 
Nation, just released, under Diagnosis and 
Treatment, the following comment ap- 
pears: “We note the efficiency with which, 
in general, new discoveries are being 
brought to patients, and recognize the 
trend toward the development of group 
practice and regionalization, which the 
newer techniques seem to accelerate. We 
believe that additional experimentation in 
new patterns of practice should be carried 
out. In general, the diagnosis and treat- 
ment of disease are quite well done in 
this country. The fact that these skills 
are unavailable to many people constitutes 
the main problem.” 

And what are the recommendations of 
this Committee? An increased number of 
physicians, dentists, nurses and paramed- 
ical personnel; the development of reha- 
bilitation departments in general hospi- 
tals; increased Federal appropriations 
and State matching funds; critical exami- 
nation of compensation plans, disability 
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insurance plans and welfare plans, and 
employment of practices which favor im- 
provement in them. This is meager com- 
fort for the person who harbors a silent 
malignant disease. 

About a year ago the Research Council 
for Economic Security, a nonprofit organi- 
zation, undertook a survey to provide in- 
formation necessary to deal with the prob- 
lem of prolonged illness; and through the 
cooperation of a number of industrial 
organizations, 400,000 employees are 
being surveyed to determine the economic 
aspects of prolonged illness among em- 
ployed persons. It is estimated that this 
will take two years and cost $250,000. 
The Blue Shield Commission has endorsed 
it, and many plans no doubt will contribute 
to the research. Although this is a most 
commendable activity, it is doing little or 
nothing to provide means for earlier and 
more complete methods of diagnosis. If 
the Blue Cross and Blue Shield Plan, with 
its many million subscribers, could under- 
take a survey of this situation and make 
an effort to provide an adequate exami- 
nation for possible malignant disease, it 
might be a step toward the solution of 
the vexatious problem. It is obvious that 
any plan to provide such an examination 
for each of its subscribers at the now 
existing rates would wreck the plan finan- 
cially, but an extra premium or a plan 
whereby the subscriber could bear a part 
of the expense, might be one approach 
to the question. If a limited group in a 
typical community could be selected and 
a pilot plan adopted, it is possible that 
some sound basis to provide examinations 
would emerge after trial and error. The 
Blue Shield Plan is constantly broadening 
its fields of coverage, within its present 
rates, and one avenue that needs investi- 
gation is that of examinations of the di- 
gestive system. It may require more than 
a year to amass sufficient data upon which 
the rates and coverage could be made 
equitable, but unless some initiative is 
taken, we are merely marking time in the 
care of a large proportion of our popula- 
tion. 
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SUMMARY 


The author emphasizes the insidious 
and silent invasion that characterizes a 
few diseases of the gastrointestinal tract, 
a region in which early recognition is vital 
if they are to be arrested or eliminated. 
Little thought seems to have been given 
to providing a practical means, either by 
subsidy, prepayments or indemnity, by 
which persons in the middle income 
bracket might profit by early recognition 
of such silent lesions. The education of 
the medical profession and the laity as to 
the importance of this need should be a 
part of the plan. 


RIASSUNTO 


L’Autore delinea la storia della disfun- 
zioni tiroidee dal 6° secolo ad oggi, met- 
tendo in luce le scoperte che, susseguendo- 
si nel tempo, portarono allo sviluppo della 
moderna terapia degli stati patologici del- 
la tiroide. Egli poi discute i vantaggi 
della tiroidectomia ed i pericoli che sono 
talvolta connessi con tale intervento. Dis- 
cute pure la roentgen-terapia. 

Vengono, infine, dettagliatamente espo- 
sti dati riguardanti |’anatomia patologica 
e la cura pre e post-operatoria. 


ZUSAMMENFASSUNG 


Der Verfasser lenkt die Aufmerksam- 
keit auf den typischen schleichenden und 
symptomfreien Verlauf einiger Erkran- 
kungen des Magendarmkanals, deren friih- 
zeitige Erkennung, wenn man sie aufhal- 
ten oder beseitigen will, unerlasslich ist. 

Die Notwendigkeit, Personen der mitt- 
leren Einkommensklasse durch Unter- 
stiitzungsfonds, Vorauszahlungen oder 
Verischerungen in die Lage zu versetzen, 
solche symptomlosen Erkrankungen zu 
rechtzeitiger Entdeckung zu _ bringen, 
scheint wenig Beachtung gefunden zu ha- 
ben. Ein derartiges Projekt sollte die Auf- 
klarung der Aerzteschaft und der Laien 
iiber die Wichtigkeit solcher Forderungen 
einschliessen. 
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RESUMEN 


El autor hace notar la invasion insidiosa 
y silenciosa caracteristica de algunas en- 
fermedades gastrointestinales, sistema en 
el que el reconocimiento temprano es de 
vital importancia si estas han de ser elimi- 
nadas 6 detenidas. Se ha considerado poco 
acerca de los medios practicos tales como 
subsidios, prepagos 6 indemnizaciones, por 
los cuales, personas de mediana posicién 
econdmica puedan beneficiarse al recono- 
cerse tempranamente dichas enfermeda- 
des. La educacién médica y el estado en 
relacién con la importancia de esta necesi- 
dad deben ser una parte del plan. 


RESUME 
L’auteur rapporte certaines maladies 


insidieuses ou silencieuses du systéme 
gastrointestinal. Maladies qui nécessitent 


in art, in literature—subtract the work of the men above forty, 
and while we would miss great treasures, even priceless treas- 
ures, we would practically be where we are today . . . The 
effective, moving, vitalizing work of the world is done between 
the ages of twenty-five and forty. 


Take the sum of human achievement in action, in science, 
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habituellement un diagnostic précoce pour 
obtenir une guérison. On se soucie peu 
de trouver des moyens pratiques afin de 
favoriser les gens du peu de fortuna a 
subir des examens périodiques qui pourra- 
ient aider le diagnostic de ces lésions 
silencieuses. On devrait éduquer le public 
et la profession du besoin d’un tel plan. 
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dates back through the ages, but the 

early writers—until the sixth cen- 
tury—made little mention of the gland 
except to note that an enlargement was 
present. Some of them suggested that 
these tumors should be removed; but with- 
out anesthesia. 

There being no control of infections and 
the anatomy being poorly understood, it 
was lucky if any patient survived such a 
procedure. 

It was Wharton, in the middle 1600’s, 
who presented an accurate description of 
the gland, but he did not mention its func- 
tion. Through the next two hundred years 
there were many observations, but none 
that gave much light on this important 
gland until the latter part of the ninteenth 
century. 

Gull in 1873 and Ord in 1877 described 
the condition following total removal of 
the thyroid, which they called myxedema. 
Their work was confirmed by Reverdin 
and Theodor Kocher one year apart. 
Robert Graves in 1853 and Basedow, 1846, 
gave us the clinical picture of this disease. 

Through the work of Pasteur, Lister, 
Simpson and Billroth, knowledge of the 
problem of a better surgical procedure 
was made possible, but the surgical tech- 
nic of thyroidectomy was brought near 
perfection in the late 1870’s by the master 
surgeon Theodor Kocher, who was a stu- 
dent of Billroth, and who reduced the 
mortality rate from almost 50 per cent to 
less than 4 per cent. This reduction should 
not be attributed to technic alone, but to 
the teaching of antisepsis by Lister and 
the introduction of anesthesia: the former 
reduced the hazards from infection, and 
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the latter the frightful suffering of the 
patients. 

Many early surgeons reported on surgi- 
cal treatment of the thyroid, but two of 
note were Billroth—a hurried operator 
who pushed on regardless of hemorrhage 
and a clear operative field, removing the 
parathyroids and injuring the recurrent 
nerves—and Kocher, a neat, precise opera- 
tor who insisted on complete hemostasis. 
Thus, Billroth had more complications 
from structures surrounding the gland 
with less hypothyroidism, while Kocher 
removed more of the gland but left the 
posterior capsule intact and protected the 
parathyroids and recurrent nerves, with 
the result that there were fewer compli- 
cations and more patients with hypothy- 
roidism, 

In the 1890’s many American surgeons 
had traveled to the clinics of Europe, and 
particularly to Bern, where Kocher was 
performing his outstanding work, having 
been appointed at the early age of 31 as 
director of the surgical clinic of Bern. 
Such pioneers as Halsted, Rogers, Bart- 
lett, A. J. Ochsner, G. W. Crile Sr., André 
Crotti, Armin Elsaesser, Charles Mayo 
and Frank Lahey brought back the out- 
standing preoperative treatment plus the 
technic, which all improved, so that at 
present there is a medical and surgical 
procedure with an almost total absence of 
mortality—that is, if the patient is pre- 
pared preoperatively and the proper time 
is selected for the surgical procedure. 
There were many other pioneer surgeons 
who added some technical detail that great- 
ly improved the surgical attack. 

Yet in 1866 one of our early American 
surgeons, Samuel D. Gross, said of the 
goiter surgeon—“Every step he takes will 
be environed with difficulty, every stroke 
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of his knife will be followed by a torrent 
of blood and lucky will it be for him if 
his patient lives long enough to enable him 
to finish the horrid butchery.” Also, the 
great Lister said in 1846, “You cannot cut 
the thyroid gland out of the living body 
in its sound condition without risking the 
death of the patient from hemorrhage.” 
These are far cries from what we know 
today, as it is unknown, in the hands of 
properly trained surgeons, for death to 
occur from hemorrhage either during the 
operation or after it. 

In my thirty-five years of goiter surgi- 
cal treatment I have never seen, in my 
private practice or in my more than 
twenty-five years as an associate of the 
late Dr. Armin Elsaesser, a patient die 
from hemorrhage, except in 1 case. This 
patient had hemophilia. He had not in- 
formed the surgeon of this condition, and 
it was not recognized beforehand. 

The procedure I follow, with slight per- 
sonal modifications, is that of Theodor 
Kocher. It was taught me by his former 
pupil, Dr. Armin Elsaesser. 

In the early part of this century little 
thought was given to the diagnosis of this 
disease. Goiters were removed because of 
the size of the gland, obstructive and me- 
chanical. Cardiac disease and other dis- 
eases were not recognized. Many early sur- 
geons were much surprised at the cardiac 
improvement of their patients some days 
after the goiter operation. 

With the increase in understanding of 
the physiological, nervous and endocrine 
importance of this gland and with many 
diseases of the human body attributed to 
it, treatment became more of a problem, 
though often a necessity to the well-being 
and health of the patient. 

The preoperative treatment became im- 
portant with the introduction of Lugol’s 
solution by Plummer in 1922, which was 
a long step forward. With proper iodiniza- 
tion the postoperative crisis was cut ‘ma- 
terially, as was the death rate. Then came 
the use of the antithyroid drugs in the 
1940’s, first reported by Astwood and his 
co-workers on the effect of reducing thy- 
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roid function and blocking off the action 
of a very active gland. The drug used 
was thiouracil, which, as is known, pro- 
duces many serious side effects. It be- 
came necessary to find a less toxic drug. 
In a short time the biochemist, in con- 
junction with many well known clinicians, 
produced methyl, propyl thiouracil, with 
a related but not identical structural 
formula, such as tapazole, also a modified 
form of thiouracil, replacing one part of 
the structure with iodine-idothiouracil- 
itrumil. 

With proper use of these drugs and with 
strict observation and supportive treat- 
ment, severe thyrotoxicosis will subside 
long enough for thyroidectomy. 

The patient must be euthyroid, or 
rather in the hypothyroid state. This 
state can be ascertained by the symptoms 
produced, with the aid of the basal meta- 
bolic rate and the values for blood and 
serum cholesterol and protein-bound io- 
dine. 

Thyroidectomy is the quickest, most 
economical procedure for eradication of 
this disease. I have never seen a perma- 
nent cure with prolonged antithyroid ther- 
apy, though many patients with mild or 
fairly severe thyrotoxicosis have been re- 
lieved both of their symptoms and the in- 
creased size of the gland when this treat- 
ment was followed by intermittent pro- 
longed iodine therapy. 

There are many indications for thy- 
roidectomy. The smooth hyperplastic 
gland with mild toxic symptoms, if it does 
not respond after repeated iodine therapy, 
should be treated by subtotal removal. The 
severely toxic gland that will not respond 
to iodine therapy should first be treated 
with one of the antithyroid drugs. After 
proper preoperative treatment, a subtotal 
resection should be performed. 

The exopthalmic type of diseased thy- 
roid gland, which may be mildly or severe- 
ly toxic, should be prepared for operation 
as quickly as possible. The gland should 
be radically removed; in my opinion this 
is the only procedure. It does not always 
cure, but in at least 90 per cent of cases 
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it will cause a recession of the exopthal- 
mus. 

Nodular goiters of all types and all ages 
associated with all types of “goiter heart 
disease”’ (tachycardia, fibrillation, enlarge- 
ment) should be managed by a subtotal 
thyroidectomy. The nodules may be colloid 
or simple, or there may be a fetal adeno- 
ma; and, as 6 per cent of such nodules are 
observed at the time of operation to be 
malignant, the mass should be removed. 
The younger the patient especially if male, 
the better. Such a nodule should be re- 
moved early, just as should a nodule in 
the breast. 

The large obstructive type of gland 
that is jammed into the chest outlet should 
be removed as soon as possible, if neces- 
sary with intratracheal anesthesia. This 
class includes the intrathoracic enlarge- 
ment that may require splitting of the 
sternum; but with proper technic almost 
all such glands can be removed by the 
cervical approach. 

All known malignant growths, which in 
some cases can be diagnosed before opera- 
tion, should be removed as thoroughly as 
possible, including all superficial and deep 
glands in the region, but not of necessity. 
Radical dissection of the neck should be 
followed by intensive high voltage roent- 
gen therapy to the entire neck and upper 
part of the chest. This procedure is fol- 
lowed even if there is some roentgen evi- 
dence of metastasis to the lungs. My own 
results have been good with this procedure, 
prolonging life for many months and even 
years, with no recurrence in the cervical 
regions, no metastases and almost total 
nonrecurrence of the disease, the patients 
living more than fifteen years without re- 
currence. 

The most important case is that of the 
patient over 50 with a low grade toxic 
adenoma that has caused severe damage 
to the myocardium. The heart is enlarged ; 
the beat may be rapid but is not neces- 
sarily irregular. Fibrillation may be pres- 
ent, as may signs of failure, or a state of 
failure may actually exist. With proper 
rest, one of the antithyroid drugs, in- 
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creased vitamin intake, extra iron and 
calcium with, if necessary, fluid elimina- 
tion and digitalization, and with proper 
cooperation with the cardiac service and 
the anesthesia department, a thyroidec- 
tomy can be carried out successfully with 
a seemingly miraculous cure—not totally 
correcting the cardiac damage so that the 
heart comes back to normal, but giving the 
patient long years of comfortable and use- 
ful existence. 

A thyroidectomy should not be per- 
formed on a patient with acute strumitis 
or thyroiditis. These conditions should be 
treated as infective processes, as in any 
other part of the body. Opening the fascia 
planes of the neck should be avoided be- 
cause of possible mediastinitis, but a fluctu- 
ating abscess should be opened, though 
not until the process has become super- 
ficial, and then with as little trauma as 
possible. 

Chronic strumitis, such as woody thy- 
roiditis or Hashimoto’s struma—(struma 
lymphomatosa) should probably not be 
treated by removal of the gland, as it is 
almost impossible to differentiate between 
this disease and a malignant tumor, except 
that the strumitis is usually bilateral 
while a malignant growth is usually uni- 
lateral. The gland should be exposed, and 
if no malignant tissue is observed on 
frozen section, some surgeons recommend 
removal of the isthmus to stop pressure, 
the lobes being left behind. According to 
my experience, a subtotal thyroidectomy 
should be performed. The patient is usu- 
ally hypothyroid before coming to opera- 
tion, so that, without the gland, thyroid 
replacement can be carried on more suc- 
cessfully. 

The neck should be properly prepared 
and the anesthetic selected with care. I 
prefer analgesia induced by nitrous oxide 
and oxygen, with local intradermal and 
intramuscular infiltration of 1 per cent 
procaine hydrochloride. With proper and 
adequate exposure, and, if necessary, di- 
vision of the sternohyoid and sternothy- 
roid muscles (if the gland is of the large 
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obstructing type in the neck, or is intra- 
thoracic), the anesthetic should be ad- 
ministered intratracheally. 

At no time should the procedure be 
carried on without proper exposure, and 
at all times the field should be free of 
hemorrhage. Vision is very important, 
regardless of the size of the gland the 
upper pole should be freed, the superior 
vessels being visualized at the same time. 
In freeing the gland which is being 
held by the suspensory ligament, one thus 
keeps away from the thyroid cartilage, in 
which the external branch of the superior 
laryngeal nerve can be easily injured. The 
dissection is carried upward, freeing the 
vessels and thus pushing this nerve up- 
ward away from the clamp, and later the 
tie, securing these vessels. 

This nerve is sensory and motor, sup- 
plying the pharynx, the glottis and the 
muscles of phonation; it is also an aid in 
coughing. Even if it is injured the pa- 
tient can swallow; he can talk, though 
rather hoarsely and has no difficulty in 
breathing. As the glottis does not close 
with the intake of food; liquids in par- 
ticular will cause coughing and choking. 
Solid food closes the glottis and can be 
taken without difficulty. This condition 
usually subsides in seven to fourteen days 
after the operation, with never a perma- 
nent after-effect. 

The parathyroid glands should be lo- 
cated, if possible, at the upper pole and 
where the inferior vessels enter the gland. 
These should not be removed, but, as many 
exist in the substance of the gland, these 
cannot be avoided. If any are removed 
and can be located on the removed gland, 
they should be transvlanted into the mus- 
cles before closure. Removal or interrup- 
tion of the blood and nerve sunplies of 
these small but important glands results 
in postoperative tetany, which can be con- 
trolled by intravenous calcium gluconate 
and calcium lactate given by mouth.- The 
condition usually subsides within four or 
five days. If it is persistent, calcium by 
mouth with 50,000 units of vitamin D will 
control the symptoms. I have encountered 


SKIPP: THYROIDECTOMY 


few cases of the chronic condition except 
when a radical total thyroidectomy has 
been performed for malignant disease. 
Under such circumstances, small doses of 
A-T 10-dihydro-tachysterol and calcium 
usually give good results. Parathyroid 
hormone can be used for temporary re- 
lief. If it is continued, however, patient 
resistence is encountered and the effect is 
lost. 

The lateral veins freed with the deep 
fascia are secured before complete luxa- 
tion of the lobe, tearing will cause exces- 
sive and annoying bleeding. One should 
then elevate the lower pole, being sure that 
the inferior vessels, the ima veins and 
artery, if present, are secured and tied; if 
not, an air embolism may result from 
vacuum action of the chest in inspiration. 

The inferior artery should be located 
as it passes behind the carotid, freed and 
tied in the trunk posterior to its bifurca- 
tion. Securing this vessel] stops a great 
deal of bleeding, particularly in large 
cervical and intrathoracic lobes. If there 
is a large intrathoracic mass, care must 
be exercised in securing the veins as they 
come up over the mass as it is brought 
through the cervical aperture. Adhesions 
are rare. Rupture of the mass will cause 
massive hemorrhage, but it will be less 
severe if the superior and inferior vessels 
are tied before the intrathoracic portion 
of the lobe is elevated. 

The most worrisome structure, which 
must not, if avoidable, be injured, is the 
recurrent laryngeal nerve. This nerve is 
located on the lateral surface of the tra- 
chea, but is usually far back; it crosses 
either anterior or posterior to the inferior 
artery and is then followed to its divi- 
sions before it enters the larynx. It may 
pass through the bifurcation of the artery. 
If so, it will be carried anteriorly with 
luxation of the lobe. Again, it may pass 
through the lobe or high on its lateral 
surface. Its position is not an anatomic 
certainty. The nerve should be located 
and its course followed even in obstruc- 
tive lobes. The lobe is resected, with avoid- 
ance of the posterior and part of the lat- 
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eral capsule. With the second lobe the 
same procedure is followed. Care and 
gentleness are mandatory throughout. 

Injury of both recurrent nerves will 
usually cause the vocal cords to assume 
the cadaver position and so cut off air 
exchange. Collapse of the trachea will en- 
sue, necessitating relief by tracheotomy. 
I have never seen a true tracheal collapse 
without bilateral neural injury except in 
cases of advanced malignant disease, or, 
as in one case, softening of the tracheal 
rungs after removal of the cervical sympa- 
thetic nerve plexus for Raynaud’s disease. 

It may be well to perform a prophylactic 
tracheotomy for large constricting and in- 
trathoracic goiters. This is not followed 
very extensively by myself. 

Postoperative edema and swelling of 
the structures surrounding the trachea 
and recurrent nerves may necessitate an 
emergency tracheotomy, but as the edema 
subsides the cord function is restored and 
the tracheotomy tube is removed. If 
breathing is difficult and a tracheotomy is 
necessary, it should be done at once, be- 
cause procrastination may cost the life of 
the patient. 

Postoperative hemorrhage should not be 
troublesome if proper care is used to be 
sure all vessels are tied. Also, just before 
the neck is closed, the patient is allowed 
to waken and made to cough. The cough 
may have to be produced, thus exerting 
pressure on any open vein, or the pressure 
may loosen a tie. Massive hemorrhage can 
be avoided by these few minutes of delay 
before closure. Postoperative thyrotoxic 
crisis should not be a troublesome or ex- 
pected ordeal if the patient has been prop- 
erly prepared by those who understand 
thyrotoxicosis; i. e., if one of the anti- 
thyroid drugs used in sufficient amount 
and for a long enough period to produce 
either euthyroidism or a _ hypothyroid 
state, and if the results are checked with 
symptoms, physical observations and lab- 
oratory data. Also, patients with mildly 
toxic goiters, or those who seemingly do 
not show symptoms, should be treated for 
at least thirty days with small doses of 
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Lugol’s solution (not more than 2 or 3 
drops twice a day). The toxic patient 
should be observed before antithyroid 
treatment by the surgeon, who should 
understand the folly of operating on an 
unprepared patient, know when the pa- 
tient is ready for operation and use his 
trained judgment as to whether the pa- 
tient is ready for thyroidectomy. This 
judgment comes from long experience 
with many of these toxic conditions not 
just an occasional goiter, but continued 
care of this type of patient for years. 

It is my conviction that radical subtotal 
thyroidectomy should be performed. If 
too much remains, there will be no cure. 
Hypothyroid symptoms can be controlled 
more easily than can a recurrence of the 
disease which requires a second opera- 
tion. Determination of the amount of 
gland to be left comes from experience, 
the severity of the symptoms, and the size 
of the gland before operation. Goiter sur- 
geons, including good clinicians, should be 
skilled technicians. Thyroidectomy is just 
one of three factors in the treatment; 
preparation for surgical intervention and 
postoperative care are the other two. 


SUMMARY 


The author traces the history of thyroid 
dysfunction from the sixth century to the 
present time, emphasizing the successive 
discoveries that led to the development of 
modern therapy of the thyroid gland. He 
then discusses thyroidectomy, its advan- 
tages and the hazards sometimes associated 
with the procedure. The use of roentgen 
therapy is also discussed. Anatomic ele- 
ments and preoperative and postoperative 
care are presented in detail. 


ZUSAM MENFASSUNG 


Der Verfasser verfolgt die geschicht- 
liche Entwicklung der Funktionsstérungen 
der Schilddriise vom sechsten Jahrhundert 
bis zur Gegenwart und hebt die schritt- 
weise einander folgenden Entdeckungen 
hervor, die zur Entwicklung der modernen 


5. 
? 


VOL. XX, NO. 5 


Schilddriisenbehandlung gefiihrt haben. 
Er erértert sodann die Resektion der 
Schilddriise mit ihren Vorziigen und mit 
den manchmal damit verbundenen Ge- 
fahren. Auch der Wert der Roentgenbe- 
strahlung wird besprochen. Auf die ana- 
tomischen Grundlagen und auf die der 
Operation vorangehenden und ihr folgen- 
den Behandlungsmassnahmen wird im 
Einzelnen eingegangen. 


RESUMEN 


El autor describe la historia de la dis- 
funcion tiroidea desde el siglo sexto hasta 
el tiempo actual, sefialando los descubri- 
mientos sucesivos que han dado lugar al 
desarrollo de la terapettica moderna. Dis- 
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cute la tiroidectomia, sus ventajas y los 
riesgos asociados algunas veces con dicho 
procedimiento. Se discute tambien el uso 
de la roentgenterapia. Se presentan detal- 
ladamente los elementos anatémicos y el 
cuidado pre y postoperatorio. 


RESUME 


L’auteur étudie l’histoire de la médecine 
a partir du 6 siécle 4 nos jours en rapport 
avec le mauvais fonctionnement de la thy- 
roide, en insistant sur les découvertes suc- 
cessives qui ont amené la thérapeutique 
actuelle. Puis, il discute de la thyroidec- 
tomie, ses avantages et ses écuelis. La 
radiothérapie de la thyroide est aussi dis- 
cutée. Plusieurs cas a l’appui. 


For the teacher and the worker a great library is indispensa- 
ble. They must know the world’s best work and know it at 
once. They mint and make current coin the ore so widely 
scattered in journals, transactions and monographs. 


For the general practitioner a well-used library is one of 
the few correctives of the premature senility which is so apt 


to overtake him. 


Sik WILLIAM OSLER 
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Present Concept of Superior Oblique Surgery 


WALTER H. FINK, M.D., F.A.CS. 
MINNEAPOLIS, MINNESOTA 


lique are comparatively new in the 
field of surgery. 

Prior to 1942 the literature is practi- 
cally devoid of references to surgical cor- 
rection of defects of this muscle. Opera- 
tive measures were not considerd feasible. 
The general attitude towards surgical 
treatment of the superior oblique muscle 
was well expressed by Jackson in 1903 
when he stated that, because of its deep 
insertion, operative maneuvers involving 
the tendon of the superior oblique muscle 
near its insertion are not practicable. 

This feeling was confirmed by Banister 
in 1928 when he stated that, owing to the 
anatomic relations of the superior oblique 
muscle to the eyeball, its deep location in 
the orbit and its attachments to the globe 
in the neighborhood of the equator, surgi- 
cal procedures are out of the question. 
In his opinion the ophthalmic surgeon, in 
attempting to relieve the distressing diplo- 
pia in cases of paralysis, must make use 
of other muscles, the recti. 

In 1934, Wheeler introduced an opera- 
tion for underaction of the superior ob- 
lique muscle. Apparently the procedure 
was not widely accepted, judging from 
the absence of reports in the literature. 
The vast majority of attempts to correct 
a defect in the superior oblique muscle 
continued to deal with the yoke or directly 
antagonistic muscles, and, as far as can 
be determined, only in rare instances was 
the superior oblique tendon operated upon. 
The conviction of most ophthalmologists 
that it is dangerous to operate upon the 
superior oblique muscle was deeply in- 
grained. 

As accurately as can be determined, no 


are eo on the superior ob- 
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further operations on this muscle were re- 
ported until 1940, when Meesmann de- 
scribed overaction of the muscle and its 
successful treatment by resection of the 
trochlea. In 1942 Malbran made a similar 
report. In the same year, Hughes and 
Bogart described a method of recession of 
the trochlea in cases of overaction of the 
superior oblique muscle. In 1946, Burke 
reported a series of cases in which tenoto- 
my of the superior oblique tendon was 
performed to relieve hypertropia in pa- 
tients with overaction of this muscle. In 
1946 McGuire reported a series of cases 
of underaction of the superior oblique 
muscle for which he resected the tendon. 

The present tendency was indicated by 
White when he wrote, “I have found no 
occasion to keep ‘hands off the obliques’ 
when by tests such surgery is indicated.” 
This statement indicates a definite trend 
in the surgical management of the prob- 
lem and expresses the attitude of an in- 
creasing number of ophthalmic surgeons. 
Papers on this subject have appeared with 
increasing frequency in recent years, 
which reveals, more than anything else, 
the change in attitude. 

Apparently a tendency is developing to 
confine the operative procedure to the field 
involved, and not to disturb a normal 
field by operating upon a normal rectus 
muscle when a superior oblique is the pri- 
mary offender. According to these views, 
the surgeon should not hesitate to operate 
on a superior oblique muscle if it is the 
primary causative factor in a defect, or 
if it is a secondary factor preventing effi- 
cient binocular action. 

This revised opinion is due chiefly to 
improved knowledge of the anatomic back- 
ground, which has revealed its accessibili- 
ty of the muscle and permits the applica- 
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tion of many of the surgical principles that 
have been found effective in operations 
on the recti. 

My purpose is to discuss some of the 
factors that have been fundamental to 
the development of the present-day con- 
cept of surgical treatment of the superior 
oblique muscle. These factors are: (1) 
appreciation of the importance of defects 
of this muscle; (2) accurate methods of 
diagnosing those defects; (3) the impor- 
tance of a knowledge of the principles in- 
volved; (4) an adequate knowledge of the 
anatomic background; (5) criteria for the 
selection of effective surgical procedures, 
and (6) results and information based 
on personal experience. 

I should like to discuss each factor 
briefly. 

I. Appreciation of the importance of de- 
fects of the superior oblique muscle is 
a major factor in effectively studying the 
problem. As knowledge of oculomotor de- 
fects has increased, ophthalmologists are 


more and more impressed with the im- 
portant role of defects of this muscle in 


patients with strabismus. It is increas- 
ingly evident that in the presence of heter- 
otopia such a defect is an important motor 
obstacle to binocular coordination; when 
associated with a horizontal deviation it 
is frequently the true underlying imbal- 
ance, the horizontal deviation being actu- 
ally a secondary phenomenon. 

Lack of proper consideration of the de- 
viation of the superior oblique muscle has 
frequently resulted in disappointing thera- 
peutic results. A horizontal surgical pro- 
cedure, in the presence of an unrecognized 
aspect of the superior oblique muscle, re- 
sults in cosmetic improvement alone, al- 
most never in the functional improvement 
which is the goal of surgery. Not only 
this, but even a good cosmetic result in 
lateral deviations is frequently lost be- 
cause of an unrecognized factor connected 
with the superior oblique muscle. Most 
ophthalmologists have seen patients with 
presumably only a horizontal deviation 
who have undergone several operations— 
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all unsuccessful—on the horizontal mus- 
cles only. Many of these patients have 
a superior oblique defect, and when the 
vertical operation was done and followed 
by one final lateral procedure the results 
were good. It seems certain that these un- 
fortunate patients could have been spared 
repeated operations if the vertical com- 
ponent had been recognized. 

White,! in discussing the operative fail- 
ures of many excellent surgeons, stated 
that, almost without exception, a vertical 
imbalance was present in these cases. 

Experience therefore seems to indicate 
that a defect of the superior oblique muscle 
is a definite motor obstacle and that a per- 
son with horizontal strabismus should not 
be operated on or otherwise treated with- 
out a thorough study and analysis of the 
vertical component, Rules for correction 
of a horizontal deviation are not the same 
in the presence of a vertical defect, espe- 
cially if it is caused by an abnormal action 
of a superior oblique muscle. 

Il. The development of accurate diag- 
nostic criteria is a factor in current con- 
cepts of the problem. 

Much confusion of methods in the diag- 
nosis of defects of the superior oblique 
has existed in the past. As a result of 
this lack of agreement as to diagnostic 
criteria, there is a discrepancy among 
statistics as to the frequency of the mus- 
cle’s involvement. Common agreement as 
to diagnostic procedures and interpreta- 
tions in these cases would do much to 
clarify opinion. 

Two well-established schools of thought 
exist with regard to the occurrence of iso- 
lated primary underaction of the superior 
oblique muscle. One considers that involve- 
ment of the superior rectus muscle is the 
common lesion, and that involvement of 
the superior oblique is rare; the other 
takes the view that the superior oblique 
is the more common offender. Though the 
relative frequency of these lesions varies 
in different statistics, all agree that the 
combined figure is high. 

The situation is further confused by the 
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fact that statistics do not always indicate 
whether the vertical palsy is an isolated 
palsy or represents combined involvement 
of the vertical muscles. Scobee has empha- 
sized the fact that various combinations 
of two or more vertical muscle are present 
more frequently than is usually thought. 

From available evidence it is not pos- 
sible to make an exact statement as to 
the frequency of involvement of the su- 
perior oblique. However, weighing all the 
evidence, it seems that this muscle should 
be found involved in a greater percentage 
of cases than is usually reported. If diag- 
nostic stress is laid upon the direction of 
head tilt and the results of Bielschowsky’s 
head-tilting test, the superior oblique mus- 
cle undoubtedly will be implicated as the 
primary offender in a larger percentage 
of cases. Judging from personal experi- 
ence, defects of the superior oblique mus- 
cle, especially mild anomalies, are more 
common than is generally recognized. Defi- 
nite diagnostic criteria should be estab- 
lished, so that more accurate interpreta- 
tion is possible. 


Principles Governing Diagnosis.—1. Al- 
though the principal action of the superior 
oblique muscle varies with the direction 
of gaze, rotation downward and inward 
indicates the field where the vertical action 
is greatest. It is the field of primary im- 
portance in diagnosing abnormal oblique 
action. 


2. The posture of the head is important. 
Involvement of postural attitude is im- 
portant. The superior oblique muscle pro- 
duces a characteristic position of the head. 
This has great diagnostic value. 


3. Identification of the fixing eye is also 
essential. In analyzing a case of defect of 
the superior oblique muscle, one must de- 
termine whether it is the normal or the 
involved eye that is affected by fixation. 

4. The stage of development is an im- 
portant consideration. The manifestations 
differ according to the duration of involve- 
ment. If the underaction of the muscle is 
of recent origin, there is little difficulty 
in identifying the affected muscle. In the 
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later stages of acquired and congenital 
squint, a more complex picture with great- 
er diagnostic problems is encountered, 
and intensive investigation may be re- 
quired to determine the nature of the 
original lesion, 

Diagnostic Procedures Employed in 
Analysis —In analyzing a case, the ex- 
aminer has at his disposal a number of 
diagnostic procedures. The age of the pa- 
tient, the time of onset, the causative fac- 
tor, the degree of visual acuity and the 
degree of binocular action determine 
which tests should be employed and which 
omitted. 

Generally speaking, rules for the selec- 
tion of tests may be summarized as 
follows: 

Tests should be exclusively objective for 
the very young child and for the older 
child or adult when definite amblyopia or 
a marked suppression exists. The subjec- 
tive tests are of more value to the exami- 
ner if the patient is mature enough to 
understand what is desired. 

If suppression is not deep, amblyopia is 
not produced and correspondence is nor- 
mal, both objective and subjective tests 
may be performed, but the subjective tests 
should be considered supplementary pro- 
cedures. 

Both objective and subjective tests are 
used when the condition is of recent onset 
or if single binocular vision exists. 


Testing Procedures. Diagnosis is based 
for the most part on procedures that ana- 
lyze three objective symptoms (abnormal 
deviation of the eyes, limitation or excess 
of movement, and the adoption of compen- 
sating postural attitudes) and two sub- 
jective symptoms (diplopia and false ori- 
entation) . 

The tests most valuable in the diagnosis 
of superior oblique defects are the prisms 
and cover test, binocular rotations or ver- 
sions, head tilt (ocular torticollis), the 
head-tilt test and the Lancaster test. The 
correct application of these tests will do 
much to aid one in arriving at the correct 
diagnosis. 
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11. Better appreciation of the principles 
of management is urgently needed. A re- 
view of recent publications indicates that 
the current concept of management of the 
superior oblique muscle conforms to cer- 
tain principles, Briefly stated, they are as 
follows: 

1. Correction of the vertical deviation 
should be accomplished as early as pos- 
sible in the life of the patient. This is of 
paramount importance, for the following 
reasons: (a) The torticollis is disfiguring 
and in time produces spastic contracture of 
the muscles of neck, head and trunk; (b) 
a congenital or infantile palsy changes its 
characteristics and becomes more compli- 
cated owing to structural changes in the 
affected muscle, in its antagonist, and in 
the synergist in the other eye; (c) sup- 
pression and amblyopia may occur if the 
condition is not treated early, and (d) 
the deviated eye becomes a serious factor 
in the child’s appearance; the psychologic, 
social and economic importance of such a 
condition cannot be overestimated. 

2. In every case the refractive error 
must be determined and, if necessary, cor- 
rected. Further therapeutic procedures 
should be decided upon only after the cor- 
rection has been worn by the patient for 
a certain length of time. 

3. If the vertical deviation is moderate 
and is fairly comitant, prisms may give 
the patient comfort. Prisms are useful 
only if there is a fairly large field of 
comitancy. 

4. Fusion exercises are usually of little 
value in increasing the patient’s ability to 
overcome his symptoms. Fusion training, 
however, may make secondary contrac- 
tions more pronounced; taking the eyes 
forcibly into the field of action of a weak 
muscle may stimulate the associated mus- 
cle of the ovposite eye. 

5. Correction of the defect by surgical 
means is indicated when the other meas- 
ures are inadequate, when the defect ‘is 
causing sufficient symptoms, or for cos- 
metic reasons. 

Operative treatment aims to secure a 
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more physiologic position of rest, so that 
less mechanical adjustment is necessary 
on the part of the neuromuscular mecha- 
nism and the fusion faculty. 

Many operative patients fail to be re- 
lieved, not because the operation was con- 
traindicated or was improperly performed, 
but because the wrong muscles were cho- 
sen for surgical attack. This error can usu- 
ally be avoided by careful analysis of the 
case. Because binocular vision exists in 
some cases, operative failures may greatly 
incapacitate the patient. 

Great care should be taken not to over- 
correct a vertical defect. Because of the 
peculiar anatomic arrangement of the ver- 
tical muscles, vertical defects are usually 
moderate as compared with horizontal de- 
fects; also, performing a few millimeters 
of correction on a vertical muscle is much 
more effective in producing the desired 
result than is the same amount of work 
on a horizontal muscle. Overcorrection of 
of a vertical defect may create an insur- 
mountable mechanical obstacle to binocu- 
lar vision, because of the very limited ver- 
tical fusion amplitude. 

Surgical treatment is not limited to ver- 
tical defects of high degrees; it can be used 
effectively for moderate defects. In fact, 
small amounts of vertical deviation lend 
themselves well to surgical correction. 


The following points in surgical man- 
agement are fundamental: 

1. In the presence of acute paralyses the 
underlying cause should first be treated 
whenever possible. When the final out- 
come has been established, surgical cor- 
rection should be considered. For paresis 
of traumatic origin it is wise to consider 
the possibility of recovery without opera- 
tion. 

2. Diplopia is often a reason for opera- 
tion; usually, however, operation is for 
the secondary symptoms it causes—head 
tilting, confusion, vertigo and nausea. Al- 
though it is not always possible to abolish 
diplopia by operation, the deviation can 
be made more comitant. 

3. Determination of the fixating eye 
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is generally considered an important fac- 
tor in selecting the muscle on which to 
operate. However, there is a question in 
the minds of some at present as to whether 
the fixating eye should be a determining 
factor in all cases. It is their opinion that 
the rule should not be rigidly followed 
but considered a generalization, since situ- 
ations are too variable to permit of an 
inflexible guide. 

For example, suppose the right superior 
oblique muscle is underacting and the pa- 
tient fixates with this eye. Is it not more 
logical as a first step to attempt to 
strengthen the primary offender than to 
recess the associated left inferior rectus 
which is overacting and by this operation 
produce weakness of both depressors? The 
recession of the associated inferior rectus 
can be done as a second step if necessary. 


4, It should be understood from the out- 
set that ultimate correction cannot be ex- 
pected from one operation in the great 
majority of cases. It is a mistake to plan 
the required surgical procedures for one 
sitting. In general, the surgeon should be 
content with an undercorrection that may 
be amenable to further procedures, rather 
than try to accomplish too much and find 
reconstruction difficult. He should also be 
willing to operate on the fellow eye when 
necessary, rather than try to correct a 
marked degree of strabismus by an exten- 
sive operation on one eye. 

5. The question of operating on the su- 
perior and inferior rectus muscles should 
receive serious consideration. Some ex- 
perienced surgeons are hesitant in advis- 
ing it for the vertical recti, as they have 
found that such operations occasionally 
disturb the lid position or lessen ocular 
efficiency in the field of the muscle’s ac- 
tion. This disturbance is serious, espe- 
cially in the lower field used so much in 
close work, walking, etc. 

Anatomic and clinica] evidence both in- 
dicate that surgical measures applied to 
the vertical recti may lead to the following 
complications: 

a. Abnormal lid position, either sagging 
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or elevation, giving a poor cosmetic and 
functional result. It is difficult to realize 
that even a 3 mm. change in the insertion 
of a vertical rectus muscle may apprecia- 
bly alter the position of the adjacent lid. 

b. Interference with the action of the 
adjacent oblique muscles. 

c. Disturbance in the check ligaments, 
not only of the rectus muscle operated on, 
but of the adjacent oblique muscle, owing 
to the intimate fascial fusion. 

d. Increase of an already existing tor- 
sional defect. Weakening operations, al- 
though tending to neutralize the vertical 
defect in the primary position, may add 
to the already existing imbalance a new 
and unnecessary defect in the field of ac- 
tion of the rectus muscle operated on. 


e. Alteration of the rotation of one eye, 
reducing the field of binocular single vision 
in the upper or the lower visual field. This 
is especially important in the case of the 
inferior rectus, because of the importance 
of the lower field of vision. 

Because evidence obtained from ana- 
tomic studies and clinical experience seems 
to bespeak conservatism in operating on 
the vertical recti, I approach these muscles 
with due consideration and, when an ob- 
lique muscle is primarily involved, reserve 
operation on the vertical rectus muscle for 
a secondary step whenever possible. 

In cases of more pronounced oblique 
muscle involvement, a more liberal oper- 
ation is performed on the affected muscle, 
in conjunction with operation on the asso- 
ciated vertical rectus. It has been my expe- 
rience that in cases of pronounced involve- 
ment the inferior rectus can be resected 
as much as 5 mm., but should not be re- 
ceded more than 3 mm. In the case of the 
superior rectus, recession of more than 3 
mm. is usually inadvisable because of the 
complex anatomic character of the area, 
though resection of as much as 5 mm. has 
proved satisfactory. 

6. In formulating the indications for 
operation on the vertical muscles a num- 
ber of factors must be considered, such as 
the degree of underaction or overaction, 
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the fixating eye, the presence of amblyopia, 
the unilaterality or bilaterality of the de- 
fect, the presence or absence of fusion, etc. 

It is obviously impossible to describe 
operative indications for all situations. 
The following discussion, therefore, merely 
attempts in a general way to outline the 
steps that have proved most satisfactory 
in the management of these conditions. It 
assumes that but one muscle is primarily 
involved, a condition which does not always 
exist, and it takes for granted that the 
offending muscle has been identified. In 
such a presentation one must be dogmatic, 
although in the actual management of the 
case it may not be possible to formulate a 
procedure until the time of operation, and 
even then the surgeon may be in doubt. 

The lack of uniformity of opinion among 
various surgeons as to the surgical indica- 
tions for vertical defects is understandable 
if one remembers that individual experi- 
ence is an important factor in the selection 
of operative steps. 

It is, therefore, important in discussing 
surgical indications to emphasize the fact 
that the individual equation enters the 
choice of procedure. The following discus- 
sion does not attempt to express various 
viewpoints on this as yet controversial 
subject. 

Up to a few years ago it was an estab- 
lished procedure to weaken or strengthen 
a normal rectus muscle in an effort to over- 
come the effect of an abnormally acting 
superior oblique. Although such a step 
might improve the balance in “eyes front,” 
the defect remained when vision was in 
the field of the affected oblique. The pres- 
ent trend of thinking seems to be that if a 
superior oblique muscle is underacting it 
should be strengthened; if it is overacting 
it should be weakened, In other words, if 
the oblique muscle is the primary offender, 
it should be treated first, rather than a 
normal associate muscle. This is true es- 
pecially of the associate superior or in- 
ferior rectus muscles; both anatomic stud- 
ies and clinical experience emphasize the 
hazards of surgical intervention involving 
the vertical rectus muscles. 


FINK: SUPERIOR OBLIQUE SURGERY 


Underaction of the Superior Oblique 
Muscle.—The choice is not always easy. In 
general, the involved muscle should be 
strengthened. If the antagonist is struc- 
turally contracted, it should be recessed to 
give relief to the underacting muscle. If 
the contralateral synergic muscle overacts 
strongly, and particularly if this has re- 
sulted in structural contraction, it should 
be weakened; similarly, the contralateral 
antagonist may require strengthening. A 
given case may require one or more of 
these steps for correction. 

My own management of these conditions 
may be briefly summarized as follows: 

With the minor degrees of underaction, 
which cause a gradual increase of hyper- 
tropia in the field of action of the affected 
superior oblique. muscle (lower nasa] field 
of the affected eye), the symptoms may be 
too slight to require treatment, or vertical 
prisms may suffice if the condition is fairly 
comitant. In cases of moderate underac- 
tion, a strengthening operation on the 
muscle may suffice. In cases of more pro- 
nounced involvement, in addition to the 
strengthening operation on the superior 
oblique muscle, it is necessary to recess 
the homolateral inferior oblique, especially 
if it is overacting. Such a step strengthens 
the lower visual field and does not weaken 
a normal rectus muscle. Weakening the 
contralateral inferior rectus should be re- 
served for a second operation; in most in- 
stances the secondary overaction of this 
muscle gradually lessens, so that frequent- 
ly a second operation is unnecessary. 

Overaction of the Superior Oblique.—In 
dealing with overaction I have found the 
following procedures most satisfactory : 

If overaction is moderate and associated 
with moderate underaction of the homo- 
lateral inferior oblique muscle, which ap- 
pears to be the primary factor, a strength- 
ening operation of the homolateral muscle 
is the primary step and is frequently suffi- 
cient to produce the desired effect. Not only 
is it more logical on theoretical grounds, it 
is more practical to avoid, when possible, 
weakening the superior oblique, as it is 
the most important vertical muscle in the 
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position of depressed convergence, which 
is an essential position of gaze. 

If underaction of the inferior oblique 
muscle is pronounced, a strengthening 
operation on the inferior oblique would not 
prove sufficient. In such a case, a tenoto- 
my of the homolateral superior oblique 
muscle is performed at the same time as 
the operation on the inferior oblique. If 
overaction of the superior oblique is mod- 
erate, a simple tenotomy is adequate. If 
overaction of the superior oblique is pro- 
nounced, tenotomy is not sufficient and a 
portion of the tendon may be removed to 
augment the effect. 

When overaction of the superior oblique 
muscle is associated with underaction of 
a contralateral inferior rectus which is 
apparently the primary factor, it has been 
my experience that in cases of moderate 
involvement, too pronounced to be cor- 
rected by prisms but causing binocular in- 
efficiency, moderate resection of the in- 
ferior rectus is indicated. A tenotomy of 
the contralateral superior oblique may be 
considered later if the result has been in- 
sufficient. Weakening of the superior ob- 
lique as a primary step seems inadvisable, 
because it produces a weakness of two de- 
pressors. If underaction of the inferior 
rectus is more pronounced, it is usually 
necessary to resect the inferior rectus and 
tenotomize the overacting contralateral su- 
perior oblique in the same operation, the 
amount varying with the degree of under- 
action of the inferior rectus. 

In my experience, a seemingly primary 
overaction of the superior oblique muscle 
has been invariably due to involvement of 
an associate muscle that has practically re- 
covered. In such a case the overacting su- 
perior oblique should be weakened if the 
overaction is producing binocular ineffi- 
ciency and the defect is too pronounced to 
be corrected by prisms. 


In general, it seems most logical to ap- 
proach the primary offender when it can 
be determined.and avoid a weakening oper- 
ation on a depressor, unless the amount of 
deviation makes this step necessary. It is 
better judgment to undercorrect and, later, 
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do a second operation. It has been occa- 
sionally observed that after several months 
a second operation is unnecessary, even 
when the defect seemed too great to be 
corrected by the initial operation alone. 

It is obviously impossible to describe 
operative indications for all situations, be- 
cause of the great variability of situations 
encountered. For example, if an eye is 
markedly amblyopic and does not respond 
to occlusion, the procedure is modified, the 
operative steps being confined to the am- 
blyopic eye as much as possible. The fore- 
going discussion, therefore, merely at- 
tempts in a brief and general way to out- 
line the steps that have proved most satis- 
factory in my own experience. 

I wish to caution against ill-advised 
operation on the superior oblique muscle. 
Like all therapeutic procedures, it should 
be carried out only for definite indications. 
From a physiologic point of view, one is 
dealing with a field of motor activity em- 
ployed by the patient throughout his daily 
life with binocular coordination, that is, 
the down-and-in position of reading. As 
long as one is operating on children by 
whom suppression has been learned as a 
result of congenital palsy of the superior 
oblique, one cannot get into serious trouble; 
but in operating for tropias or phorias in 
adults there is danger of producing a dis- 
turbing diplopia. The diplopia produced 
by faulty activity of the superior oblique 
muscle is torsional, the most annoying type 
a patient can experience. 


Iv. A better appreciation of the ana- 
tomic character and background of the su- 
perior oblique muscle is an important fac- 
tor. In selecting an operative technic, the 
surgeon is inevitably guided by the ana- 
tomic arrangement of the area. This is 
especially true in the case of the superior 
oblique muscle, since clear understanding 
of the anatomy will permit a safe approach 
and utilization of the surgical principles 
known to be most effective in surgical 
treatment of the recti. With a detailed 
anatomic knowledge of the area, the sur- 
geon can visualize the structures both in 
their entirety and in their interrelations, 
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thus coping more effectively with the sur- 
gical problems encountered and avoiding 
the possible pitfalls. An ill-advised surgi- 
cal procedure may not only be ineffectual 
in achieving normal physiologic action of 
the muscle in question but may cripple the 
action of other muscles as well. 


In anatomic consideration of the su- 
perior oblique muscle from the surgical 
point of view, certain factors seem evident: 

1. Operation on the superior oblique 
muscle should be confined to the reflected 
tendon and its insertion. 

2. The logical surgical approach in this 
area would seem to be under the upper lid, 
in the region of insertion of the superior 
rectus muscle. Approaching the muscle at 
this point should permit access to the ob- 
lique tendon, with minimal trauma to the 
surrounding tissues. 

8. Anatomically, the area of the superior 
rectus muscle is such that a tenotomy may 
disrupt the normal action of the superior 
oblique tendon, because of its proximity. 
The statement that a tenotomy of the su- 
perior rectus does not cause trouble is thus 
still open to question, and final judgment 
should be withheld until the clinical experi- 
ence of competent surgeons can supply an 
accurate answer. Indeed, anatomic evi- 
dence continues to indicate that any oper- 
ation on the superior rectus, whether a 
tenotomy or an advancement or a recession 
of the insertion, may unfavorably influence 
the adjacent structures to a variable de- 
gree. 

Certain anatomic points pertaining to 
the superior oblique tendon should be con- 
sidered : 

a. The reflected tendon of the superior 
oblique from the trochlea to the insertion 
is about 34, inch (18 mm.) long. From the 
trochlea to the nasal edge of the superior 
rectus it measures 10 mm. There is, there- 
fore, but 8 mm. of tendon from the nasal 
edge of the superior rectus to the insertion. 

b. The tendon is but 2 or 3 mm. in di- 
ameter until it is within a few millimeters 
of the superior rectus muscle, where it 
spreads out into a very thin, translucent 
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membrane which is friable and shreds 
easily. 

c. Surrounding the oblique tendon, medi- 
al to the superior rectus and connecting it 
to its sheath, are numerous tiny hairlike, 
fibro-elastic fibers. Because of these fibril- 
lae, independent movement of the tendon 
in this region becomes negligible, and the 
movement that results when the eye is 
rotated involves both the tendon and its 
fascial sheath. Because the fibrallae limit 
the amount of retraction of the tendon, the 
degree of effect can be regulated when the 
tendon is incised. 

d. The tendon of the superior oblique 
passes 2 to 3 mm. posterior to the nasal 
end of the insertion of the superior rectus 
when the eye is directed straight ahead. 

e. The superior oblique has the most 
variable line of insertion among the oculo- 
rotary muscles. 

f. Another factor to be stressed is that 
the superior oblique tendon is a vascular 
fibrous tissue, and the operator must take 
into consideration that such tissue does not 
lend itself to surgical handling. It is diffi- 
cult to conceive how resection of the ten- 
don alone would result in a firm structure 
when healed; logically a stronger union 
will result if the fascial covering is in- 
cluded with the severed tendon. 

The fascial sheaths call for special con- 
sideration. 

v. The selection of effective surgical pro- 
cedures calls for serious consideration. The 
following operative technics have been se- 
lected because they seem most feasible 
from the anatomic standpoint and most 
effective from the functional standpoint. 


Overaction of the superior oblique mus- 
cle-—On the basis of available data, the 
most efficient procedure aimed at weaken- 
ing an overactive superior oblique muscle 
is tenotomy of its reflected tendon. Al- 
though the method is comparatively new, 
so that very few data are available to sub- 
stantiate this statement, it is feasible pro- 
cedure from an anatomic standpoint. The 
results obtained indicate its possibilities, 
although more experience in applying the 
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method will result in a more accurate 
evaluation. It seems unlikely that com- 
plete paralysis will later result. 

The amount of effect to be anticipated 
from the operation is not positively known. 
Experience indicates that a tenotomy will 
produce less effect than a tenectomy, that 
a larger tenectomy will produce a greater 
effect than a smaller one, and that the 
effect will be greater the closer the tenoto- 
my or the tenectomy is to the pulley. In 
other words, the effect may be varied, de- 
pending on the amount of tendon removed 
and the site of its removal. If the tendon 
is cut close to the medial edge of the su- 
perior rectus, the effect will be less; if it 
is cut close to the pulley, complete paraly- 
sis will result. As a general rule, the fol- 
lowing suggestions by Berke will not lead 
one astray: (1) For a deviation of 5 to 
10 prism diopters (with eyes front), a 
simple tenotomy is done; (2) for a devia- 
tion of 10 to 20 diopters, 3 to 5 mm. of the 
tendon is removed; (3) for a deviation of 
20 to 30 diopters, 5 to 8 mm. of the tendon 
is excised; (4) for complete paralysis of 
the superior oblique muscle, a part of the 
tendon and its sheath should be excised 
near the pulley. 

Underaction of the superior oblique mus- 
cle-—Two procedures seem best adapted 
for correction of an underacting superior 
oblique muscle; (a) a tuck of the reflected 
tendon and (b) resection of the reflected 
tendon. 

As yet, no definite rules have been estab- 
lished as to the amount of the effect pro- 
duced. It may be said that a 5 mm. tuck 
is the minimum that should be attempted 
and a 10 mm. tuck the maximum (the num- 
ber of millimeters refers to the entire por- 
tion of the muscle tucked, not just to one 
side). The minimum tuck of 5 mm. could 
be expected to correct about 5 prism di- 
opters of deviation with eyes front, and an 
8 mm. tuck 10 diopters of deviation. The 
result is no more predictable in this than 
in any extrinsic muscle operation. 

If the surgeon does not favor a tuck, or 
if the effect desired is greater than can be 
anticipated from a tuck, a resection can be 
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performed. Although the procedure is 
more technical and the operation more ex- 
tensive, there seems to be no question that 
a resection will give a greater and more 
consistent result than a tuck. One should 
remember, however, that if the sutures do 
not hold the condition is made worse, 
whereas, with the tuck, the tissues return 
to their former position. 

Although no definite rules can be given 
as to the amount of tendon to be resected, 
an immediate overaction is to be desired. 
The resection should average about 8 mm., 
which will leave 10 mm. of tendon remain- 
ing between the insertion and the trochlea. 
To resect 10 or 12 mm. of tendon may ma- 
terially limit the rotation of the eye in 
looking downward and inward, because of 
the proximity of the trochlea. 

v. A background of experience in the 
surgical treatment of the superior oblique 
muscle is extremely valuable. Although 
my own experience in this field is limited 
to a comparatively short period, certain 
facts seem definite. There is unquestion- 
ably a need for correction of these defects, 
and my experience up to the time of writ- 
ing shows at least some success in surgical 
management. 


SUMMARY 


The author presents a detailed discussion 
of modern surgical treatment of the su- 
perior oblique muscle and the factors in its 
development, including (a) appreciation of 
the importance of defects of this muscle; 
(b) accurate methods of diagnosis; (c) 
knowledge of the principles involved; (d) 
knowledge of the anatomic background; 
(e) proper selection of surgical proce- 
dures, and (f) results and data based on 
practical experience. 


RESUMO 


Refere-se o autor, detalhadamente, ao 
tratamento cirlirgico moderno para 0 mus- 
culo superior oblique, incluindo em seu 
estudo as deformidades de tais musculos, 
a maneira de diagnostical-as, a importan- 
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cia do conhecimento anatémico, o criterio 
para escdlha do metodo cirtrgico a sér 
executado, concluindo por fim com o seu 
pensamento, fundamentado em sua pro- 
pria experiencia, sObre os resultados com 
o tratamento. 


RESUMEN 


El autor presenta una discusién detalla- 
da del tratamiento quirtirgico moderno 
del mitsculo oblicuo superior, incluyendo: 
(1) apreciacién de la importancia de los 
defectos de este musculo, (2) métodos ade- 
cuados para diagnosticar estos defectos, 
(3) importancia del conocimiento de los 
principios involucrados y conocimiento 
anatoémico adecuado, (4) criterio para la 
seleccién de los procedimientos quirtrgi- 
cos efectivos, y (5) resultados en informa- 
cién basados en la propia experiencia. 


RESUME 


L’auteur discute de la thérapie moderne 
du muscle oblique supérieur surtout: (1) 
de l’importance de son mauvais fonction- 
nement; (2) du procédé précis de diagno- 
stic; (3) de la connaissance exacte et ap- 
profondie de sa physiologie et de son 
anatomie; (4) des critéres de choix des 
procédés opératoires, et (5) de ses résul- 
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tats basés sur les renseignements fournis 
par son expérience. 


CONCLUSION. 


L’Autore sottopone a discussione detta- 
gliata la moderna cura chirurgica del mus- 
colo obliquo superiore, prendendo in con- 
siderazione: (1) la valutazione dell’impor- 
tanza dei difetti di tale muscolo; (2) i 
metodi per la diagnosi di questi difetti; 
(3) l’importanza di conoscere il substrato 
anatomico ed i principi funzionali interes- 
sati; (4) i criteri da seguire per la scelta 
di interventi chirurgici veramente effica- 
ci; (5) i risultati e le considerazioni ba- 
sati sulla sua esperienza. 


ZUSAM MENFASSUNG 


Der Verfasser erértert im Einzelnen die 
moderne chirurgische Behandlung des obe- 
ren schragen Augenmuskels. Die Arbeit 
umfasst 1.) eine Wiirdigung der Bedeu- 
tung der Defekte dieses Muskels, 2.) gen- 
aue Methoden der Diagnotik dieser Defek- 
te, 3.) einen Hinweis auf die Wichtigkeit 
der Kenntnis der physiologischen und ana- 
tomischen Grundlagen, 4.) die zur Aus- 
wahl des geeigneten chirurgischen Ver- 
fahrens anzuwendenden Kriterien und 5.) 
die Erfolge und persoénlichen Erfahrungen 
des Verfassers. 


In the continual remembrance of a glorious past individuals 
and nations find their noblest inspiration. 


Sir OSLER 


> 
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Conservation of Useful Functions 


in Pelvic Surgery 


FLOYD STERLING ROGERS, M.D., F.A.C.S., F.1.C.S.* 
WASHINGTON, D.C. 


evaluation of gynecologic symptoms of 

emotional origin, particularly pelvic 
pain, has been stressed. It has also been 
suggested that most of the severe climac- 
teric symptoms are neurotic.? Bennett,® 
reviewing the histories of 131 women un- 
dergoing pelvic operations, found that a 
large percentage had agreed to the opera- 
tion with the understanding that it would 
bring relief from nervous symptoms. Sur- 
gical treatment of this group of patients, 
with an attempt at conservation of the 
pelvic organs, often fails to produce the 
desired result and exposes the patient to 
the necessity of a second operation. 
Tyrone,‘ in a critical study of 1,048 hys- 
terectomies, observed that, in nearly half 
of the patients, previous conservative pel- 
vie operations were directly responsible 
for the subsequent hysterectomy. 

It is not my idea to condemn the con- 
servation of pelvic organs during surgical 
intervention, but I wish to call attention 
to the importance of making a thorough 
study of the symptoms before any opera- 
tive procedure is decided upon, and to 
emphasize that any operation done should 
be designed not only to relieve symptoms 
but obviate the need of subsequent surgi- 
cal procedures. In general, preservation 
of such pelvic function as is useful and 
desirable should be secondary to the afore- 
mentioned principle. The pelvic functions 
of maintenance of endocrine equilibrium, 
copulation and procreation, though not life- 
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sustaining, are of major importance to 
the patient. 

In the daily routine of pelvic surgical 
practice the gynecologist is repeatedly 
confronted with the problem of organ con- 
servation, the solution of which may have 
a most important bearing on the later wel- 
fare of the patient. Not only does it in- 
volve the physical health of the patient, 
but it must take into serious consideration 
her mental equanimity and her domestic 
relations. Jn certain cases, when the life of 
the patient is at stake, the problems are 
simple and depend upon an ordinary 
knowledge of pelvic diseases; but when 
the health of the patient is less seriously 
involved the problems are more complex, 
and their wise solution depends upon an 
understanding not only of women in gen- 
eral but of the particular woman under 
treatment. 

No one will deny that the genital system 
of a woman was designed by nature for 
reproduction. Therefore, it must be 
granted that it is the duty of the surgeon 
to follow nature’s purpose and, in every 
way consistent with the patient’s health 
and life, endeavor to conserve or restore 
reproductive power. To this obvious doc- 
trine members of the profession do not 
react uniformly, owing to differences of 
opinion as to what constitutes the welfare 
of the patient. Thus, during a given opera- 
tion, one surgeon may adopt a conserva- 
tive measure which to another surgeon, 
equally conscientious, would be inexcusa- 
ble. For example, a woman’s valuation 
of the menstrual function is a point on 
which surgeons disagree. There is no 
doubt that women view normal menstrua- 
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tion, troublesome as it is, as an indica- 
tion of health and complete womanhood. 
On the other hand, abnormal menstrua- 
tion, accompanied by pain, serves as a 
constant reminder of incompleteness, sug- 
gests inferiority and is a fertile producer 
of neuroses. Yet operations are advocated 
in the treatment of pelvic disease which, 
by preserving scanty portions of the 
endometrium and ovaries, maintain only 
a meager semblance of menstruation. The 
incomplete function of these mutilated 
pelvic organs appears to be only a re- 
minder of misfortune, an incessant and 
prolonged irritant to the patient’s nervous 
system. 

When the surgeon advises a pelvic oper- 
ation, it is his desire to relieve the patient 
of her symptoms and at the same time 
preserve the organs of reproduction. How- 
ever, to preserve the organs of reproduc- 
tion and fail to relieve the patient’s symp- 
toms for a substantial period of time is 
unfortunate, especially when one realizes 
that pregnancy only rarely follows even 
a conservative pelvic operation. Not one 
of Tyrone’s 436 patients treated by such 
operations subsequently became preg- 
nant. 

Taylor® stated that hysterectomy gives 
better results in the treatment of the syn- 
drome of congestive fibrosis than do con- 
servative surgical procedures. The ques- 
tion is, “How conservative is an operation 
if it necessitates reoperation within a few 
years?” Many surgeons who are con- 
sidered conservative frequently operate on 
patients for ill-defined psychogenic com- 
plaints. By removal of portions of the 
pelvic organs, the patient is exposed to 
further future distress caused by the re- 
maining mutilated organs. The more 
courageous surgeon will explain the neces- 
sity of hysterectomy and dispel the fears 
of the family and patient concerning gain 
in weight, possible mental disorder and 
the loss of sexual desire. It is not unusual 
to hear a family commend a surgeon for 
conservatism, overlooking the fact that 
the diseased organs, if allowed to remain, 
will result in the need of further inter- 
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vention within a few years. Aware of 
this, the patient and family might react 
quite differently except when the desire 
for pregnancy is the major consideration. 

The patient must be individualized and 
her functional needs ascertained. Only 
then can the surgeon intelligently con- 
serve, if possible, the functions that are 
useful to that particular patient. The chief 
error is usually unnecessary operation or 
the conservation of a useless function 
under the misleading label of conserva- 
tism. In an appreciable number of pa- 
tients there will subsequently develop 
menstrual disturbances severe enough to 
require hysterectomy, and an even larger 
number will have milder symptoms. Daily 
experience confirms the observation that 
partial conservation leads to hyperplasia 
of the endometrium; hence, unless the re- 
productive function must be conserved, it 
is wiser to consider removal of the uterus. 
Not conservation of function but conser- 
vation of useful function should be the 
desire of every gynecologist. 

In recent years there has been a distinct 
tendency toward conservatism in pelvic 
surgery, and rightly so; the unnecessary 
removal of vital, normal tissue is unwar- 
ranted. It is not good surgery, however, 
to leave abnormal tissues that will cause 
ill health and eventual reoperation. Con- 
servative operations often lead to more 
radical ones. Conservative gynecology 
should most frequently be nonsurgical, 
and treatment should follow along medi- 
cal, endocrine and psychiatric lines. 

When surgical therapy is undertaken it 
should be of a nature that will cure the 
patient’s symptoms. Unless pregnancy 
seems both desirable and possible, hyster- 
ectomy for the relief of symptoms should 
be the operation of choice. 

The decision as to the removal of one 
or both ovaries must be left to the judg- 
ment of the operating surgeon. It is my 
belief that a complete surgical climacteric 
is usually less severe than is a partial cli- 
macteric associated with pain and bleed- 
ing, and that it can be treated more suc- 
cessfully. 
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TABLE 1.—Types of Conservative Pelvic Operation 
in a Series of 120 Patients Requiring Subsequent 


Hysterectomy 
Suspension of 38 
Combined with 
Right salpingo-oophorectomy ................. 32 
Left salpingo-oophorectomy .................. 6 
Salpingo-oophorectomy 18 
Irradiation for benign uteiine bleeding... 12 
4 
Vaginal plastic operation............................ _4 


Table 1 shows the incidence of the vari- 
ous types of conservative pelvic surgical 
procedure employed in a series of 120 pa- 
tients who failed to obtain adequate relief 
from the operations and who were sub- 
sequently not benefited by adequate medi- 
cal, endocrinologic or psychiatric therapy. 
This group required hysterectomy, with 
such surgical procedures as were indicated, 
for relief of bleeding and/or pain. Success 
was achieved with all but 1, who had per- 
sistent pain for which no adequate ex- 
planation could be found. 


SUMMARY 


Conservation, not of function alone but 
of useful function, should be the aim of 
conservative surgical treatment of the 
pelvic organs. This goal should, in most 
instances, be subordinate to the primary 
purposes of pelvic surgical intervention— 
relief of symptoms and elimination of the 
necessity for additional operative proce- 
dures. What constitutes useful pelvic func- 
tion in the individual patient must be 
decided on the basis of the patient’s age, 
the symptoms, the desire for and possibili- 
ty of subsequent pregnancy, and the avail- 
ability of other methods of treatment. 

When operation is necessary, the more 
radical surgical procedure is often the 
only one that fulfills the requirements. 
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Many patients who undergo conservative 
pelvic operations might be managed suc- 
cessfully by medical or endocrinologic 
means. 

Conservative pelvic operations that do 
not adhere to these principles may not 
only fail to relieve symptoms but pro- 
duce additional difficulties. 


RESUMEN 


La conservacion, no inicamente la fun- 
cional, sino la funcional Util, debe ser la 
aspiracion del tratamiento quirtirgico con- 
servador de los organos pélvicos. Este 
objetivo debe estar subordinado en la 
mayoria de los casos, a los propdsitos 
primarios de la intervencioén quirurgica 
pélvica—alivio de los sintomas y elimina- 
cién de la necesidad de procedimientos 
operatorios adicionales. Lo que constituye 
utilidad a la funcién pélvica en el paciente 
aislado, debe decidirse en base a la edad 
del paciente, los sintomas, el deseo y posi- 
bilidad de embarazos posteriores y la posi- 
bilidad de otros métodos terapetticos. 

Cuando la operaciOn es necesaria, los 
procedimientos mas radicales son frecuen- 
temente los tnicos que llenan los requisi- 
tos. Muchos pacientes sometidos a opera- 
ciones pélvicas conservadoras pueden ser 
tratados con éxito por medios médicos 6 
endocrinol6égicos. 

Las operaciones pélvicas conservadoras 
que no se adapten a estos principios pue- 
den, no solamente ser un fracaso para el 
alivio de los sintomas, sino un producto 
para dificultades adicionales. 


RESUME 


La chirurgie des organes pelviens doit 
viser a conserver la fonction normale de 
ces organes et se subordonner a des mano- 
euvres fructueuses et simples. L’age du 
sujet, les symptémes, le désir et la possi- 
bilité d’une grossesse éventuelle, de méme 
qu’un traitement conservateur sont autant 
de facteurs qu’il faut envisager individuel- 
lement avec chaque patiente. Si’l faut in- 
tervenir, souvent ]’opération radicale sera 
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la meilleure. Plusieurs patientes qui su- 
bissent une intervention chirurgicale au- 
raient pu étre guéries par le traitement 
médical ou une thérapeutique endocrinien- 
ne. Un procédé qui ne remplit pas toutes 
ces conditions est nuisible 4 la patiente. 


RESUMO 


O ideal da cirtirgia dos orgéos pelvicos 
deveria sér o da conservac 4o, nao apenas 
da funcaéo, mas, sdbretudo, da funcao. 
Esse desiderato, em muitos casos, pre- 
cisaria sér subordinado aos fins primordi- 
ais da operacao pelvica: desapecimento 
dos sintémas e eliminagao de necessidade 
de uma intervengao adicional. 


Resolver-se 0 que representa uma fun- 
cao util dos org-os pélvicos, depende do 
estudo individual do paciente, tomando-se 
por base sua idade, os sintémas, o desejo 
e a possibilidade de uma gravidez subse- 
quente, e a availacao dos resultados de 
outros metodos de tratamento a sérem ten- 
tados. 


Quando a operacao é necessaria, 0 pro- 
cesso cirirgico mais radical é 0 o unico 
que muitas vezes pode sér praticado. Mui- 
tos pacientes que se submetem a tratamen- 
to conservad6r terao que so submeter per- 
manentemente ao tratamento médice. 

As operacées pelvicas conservad6ras 
que nao se submetem a tais principios, nao 
sé falharao na cura dos sintOmas como 
tambem produzirao dificuldades adicionais. 


RIASSUNTO 


Gli interventi chirurgici conservativi 
sugli organi pelvici dovrebbero avere lo 
scopo non tanto di conservare la sola fun- 
zione, quanto di conservare una funzione 
utile di tali organi. Tale meta, nella mag- 
gior parte dei casi, dovrebbe essere sub- 
ordinata al raggiungimento dello scopo 
principale degli interventi chirurgici sugli 
organi pelvici, che consiste nella elimina- 
zione dei disturbi e della necessita di ul- 
teriori interventi. In che cosa consista 
una funzione utile degli organi pelvici si 
deve decidere paziente per paziente, in 
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base alla sua eta, ai disturbi, al desiderio 
e alla possibilita di una gravidanza e alla 
eventualita di poter eseguire utilmente 
altri tipi di interventi. 

Quando !’operazione é necessaria, spesso 
soltanto con le tecniche pit radicali si pos- 
sono raggiungere gli scopi prefissi. Molte 
pazienti operate con metodi conservativi, 
possono poi completare con successo la 
cura con un trattamento medico od endo- 
crinologico. 

Gli interventi conservativi sugli organi 
pelvici indicati ed eseguiti secondo princi- 
pi diversi da quelli esposti possono non 
soltanto mancare di eliminare i disturbi, 
ma anche causare ulteriori difficolta. 


ZUSAMMENFASSUNG 


Erhaltung niitzlicher Funktion und nicht 
nur der Funktion als solcher sollte das Ziel 
der konservativen chirurgischen Behand- 
lung der weiblichen Beckenorgane sein. 
Dieses Ziel sollte aber in den meisten Fal- 
len dem unmittelbaren Zweck chirurgi- 
scher Eingriffe am kleinen Becken unter- 
geordnet werden: nadmlich der Beseitigung 
von Krankheitserscheinungen und der 
Vermeidung der Notwendigkeit zusatz- 
licher spaterer Operationen. 

Was im einzelnen Falle unter niitzlicher 
Beckenfunktion zu verstehen ist, muss auf 
Grund des Alters der Kranken, ihrer 
Krankheitserscheinungen, ihrer Wiinsche 
und Modglichkeiten hinsichtlich spaterer 
Schwangerschaften und unter Beriicksich- 
tigung der Auswahl anderen Behandlungs- 
methoden entschieden werden. 

Diese Forderungen lassen sich, wenn 
eine Operation notwendig ist, oft nur 
durch einen grésseren chirurgischen Ein- 
griff erfiillen. Viele Kranke, die konserva- 
tiven Eingriffen am kleinen Becken unter- 
zogen werden, kénnten vielleicht mit 
medizinischen oder endokrinen Mitteln er- 
folgreich behandelt werden. 

Konservative Beckenoperationen, die 
unter Ausserachtlassung dieser Grund- 
sitze unternommen werden, kénnen nicht 
nur ihren Zweck, die Krankheitserschein- 
ung zu beseitigen, verfehlen, sondern so- 
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diaria, un tumor en la regién lateral 
del cuello no constituye una even- 
tualidad mpy rara. La prueba es que en 
una serie de 152 tumores de cuello, encon- 
tramos 138 bocios y 14 tumores laterales, 
lo que da una proporcién de 9%. La 
rareza esta en que se presenten mas de 
dos de la misma naturaleza; la indicada 
serie de catorce, comprende: 


S: ser el suceso corriente de la clinica 


Tumor mixto de la sub maxilar........ uf 
Aneurismas de la carotida primitiva....1 
Quistes branquiales .................. 2 
Tumores del cuerpo carotideo.......... Pe 
Bocio de un solo lébulo................ i 
Quiste epidermoide .................. 1 
Enfermedad de Hodgkin (con aspecto 
de tumor unilateral y Gnico)........ 2 
Absceso profundo de la regién 
14 


Esta variedad, afadida a la similitud 
de sus signos subjetivos, contribuye a 
tornar dificil el diagnéstico. 

Es por ello cémo peude ocurrir que 
quein, conservando aun la impresién del 
caso antes visto, y creyendo encontrarlo 
repetido en el subsiguiente, incurra no 
obstante en grosero error. Lahey, una 
indiscutible autoridad en la materia, reco- 
noce que en la mayor parte de los casos 
apenas se puede tener algo mas que una 
sospecha acerca de lo que el tumor pueda 
ser, y que casi siempre el esclarecimiento 
definitivo lo da sélo la anatomia patologi- 
ca.? 

*Profesor extraordinario de Clinica Quirurgica en la Es- 


cuela de Medicina de la Paz; Cirujano del Hospital General, 
La Paz. 


Seccion en Espafiol 


Tumores Laterales Del Cuello 


ENRIQUE ST. LOUP B., F.A.C.S., F.I.C.S.* 
LA PAZ, BOLIVIA 


Empero, deber de todo clinico es empe- 
fiarse en establecer un diagndéstico, pre- 
suntivo por lo menos, que oriente la 
conducta que se ha de seguir. En de- 
mostraci6n de esa posibilidad, es que se 
presenta la revisién de los casos que vienen 
a continuacion. 

Ante todo que se dan por descartadas 
las adenopatias pluriglandulares y aun 
monoglandulares consecutivas a procesos 
inflamatorios de la cavidad bucal, asi como 
las que afectando un sélo ganglio, fueren 
de origen tuberculoso, sifilitico o mera 
representacién de una metastasis cancero- 
sa, 

Tampoco requiere mas de una simple 
mencién el caso de esas tumefacciones de 
una de las glandulas submaxilares cuyo 
conducto excretor se obstruy6 por un 
cAleulo salivar. Su locacién debajo del 
Angulo del maxilar, en la celda sub-maxi- 
lar; el dato de que menguan y crecen; su 
consistencia quistica, apreciada por la 
palpaci6n combinada exterior e intrabucal, 
que aun puede descubrir el calculo, y por 
Ultimo la radiografia, logran generalmente 
precisar el diagnostico. 

Mayor interés ofrece la revisién de 
otros casos. 

He aqui uno. P. Y., un indigena de 60 
afios que desde hace tres, nota una pequena 
tumoraci6n en la regién lateral izquierda 
del cuello, la que ha ido creciendo poco a 
poca hasta aleanzar el] tamafio que actual- 
mente tiene. De indolora que era, dice el 
paciente que desde hace unos diez dias 
cominza a dolerle. 

Al examen se ve (Fig. 1A) en la regién 
del esterno-cleidomastoideo, una tumefac- 
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cidn que va desde algo por debajo del 
angulo del maxilar, hasta dos traveses de 
dedo por encima de la clavicula. Consisten- 
cia dura con profundas abolladuras. La 
implantacién es profunda; la movilidad 
muy restringida aunque posible en el sen- 
tido antero-posterior, en tanto que de 
arriba abajo la inmovilidad es absoluta. 
No hay prominencia alguna del lado de 
la faringe y la palpacion resulta indolora. 

La dureza de un tumor con abolladuras, 
profundamente implantado y fijo, hablan 
de su naturaleza sdlida y su tendencia a 
englobar los tejidos vecinos. Aunque la 
direccién del crecimiento, su inmovilidad 
de arriba abajo, recuerdan algunas de las 
caracteristicas del tumor del Cuerpo Caro- 
tideo, la ausencia de latidos, la falta de 
propulsién hacia la faringe, su consisten- 
cia firme, permiten excluirlo. La posibili- 
dad de un tiroidas aberrante lateral, no 
puede ser desechada no obstante su rareza 
(un caso por 500 de bocio, segtin Lahey*). 
Pero en caso de tiroides aberrante la 
tumoraci6n es de masas multiples y movi- 
bles, escalonadas a lo largo des esterno- 
cleido-mastoideo, y mas frecuente en in- 
dividuos del sexo femenino de menos de 
40 anos. 

Queda pues la presunci6n de un tumor 
maligno, carcinoma o linfosarcoma, y de 


Fig. 1.—A, carcinoma de estirpe epitelial. B, linfosarcoma (Muchacho de 15 afos). C, aneurisma 
de la carétida primitiva, 
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estos, por presentarse en un sexagenario, 
por la consistencia dura y con abolladuras, 
el diagnoéstico tenia que inclinarse hacia 
lo primero, El veredicto anatomo-pato- 
légico lo confirmé: efectivamente era un 
“carcinoma de estirpe apitelial.” 

Otro caso. Aqui se trata de un mucha- 
cho de 15 afios, que a su corta inteligencia, 
agrega un estado de profunda depresién. 
Hace sélo 4 meses que se did cuenta de 
tener al lado derecho del cuello, un pequefio 
tumor indoloro, que tomando ostensible 
desarrollo, ha alcanzado el volumen de 
una toronja (Fig. 1B). Actualmente le 
es doloroso y le dificulta considerablemente 
los movimientos de la cabezo. 

Se trata de una tumefaccién, que se 
extiende desde el lado derecho de la tra- 
quea, hasta la columna cervical, y desde 
la apofisis mastoides y lébulo de la oreja, 
hasta un poco por encima de la clavicula. 
A la palpaci6nopone cierta firmeza, es 
elastica, pero desigual con ligeras depresi- 
ones; tiene movilidad, sobre todo en senti- 
do vertical. Tanto en la parte anterior, 
como en el polo inferior, nédtanse a modo 
de nédulos moviles, pero cuya implanta- 
cidn estuviera en la misma masa tumoral. 
E] tacto bimanual, con un dedo en la boca, 
revela que el tumor no hace eminencia por 
el lado de la faringe. 
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Fig. 2—A, tumor del cuerpo carotideo; bilateral. Caso del Dr. J. Gamarra, operado con éxito en el 
lado opuesto al que se vé, donde el tumor era pequeno. B, quiste branquial. C, absceso profundo de 
la region postero-lateral del cuello. D, quiste epidermoide. 
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Ante todo cabo deslindar si es un tumor 
quistico o un tumor sélido. En la mayor 
parte de su extension tiene dureza, pero 
un quiste a gran tension, también la tiene. 
Util es en tales casos bu car si hay estre- 
mecimiento, imprimiendo papirotazos en 
un extremo del tumor, en tanto que los 
dedos de la otra mano, colocados de plano, 
reciben el choque de la onda liquida. En 
este caso lo que parecia era que en ciertos 
puntos hubiese fusién, mientras el resto 
permanecia firme. 

Por supuesto la idea de una enfermedad 
de Hodgkin, no era desechable; mas, 
aunque presentara nddulos, no tenia la 
consistencia arracimada, tampoco habia 
ganglios palpables en otras regiones. Sin 
embargo el diagnostico oscilaba entre un 
linfosarcoma y un Hodgkin. El examen 
de lo obtenido por punci6n, asi como el 
de un fragmento extirpado, fijaron defini- 
tivamente el de linfosarcoma. Es preciso 
establecer que en este caso el tratamiento 
radioterapico fué ostensiblemente benefi- 
cioso: el tumor quedo reducido al tamano 
de una avellana. 

El caracter pulsatil de un tumor lateral 
del cuello, corresponde ante todo a los 
aneurismas, pero se presenta también en 
los tumores del cuerpo carotideo y aun 
alguna vez en un quiste branquial. 

En el caso representado en la (Fig. 1C) 
tratabase de una enorme tumefaccién que 
abarcaba desde el borde del maxilar in- 
ferior hasta rebasar la clavicula, en tanto 
que lateralmente se extendia desde la 
linea media hasta el nivel de la apofisis 
mastoides. Era pulsatil con latidos ampli- 
amente expansivos y con soplo a la auscul- 
tacién. El tumor alcanzo el desarrollo que 
se vé en la fotografia, en poco mas de 
tres afios. No hay para qué anadir que 
se trataba de un aneurisma de la carétida 
primitiva. El enfermo era un joven indi- 
gena que, persuadido de tener un absceso, 
queria a toda costa que se le abriera, lo 
que ya habian intentado una vez valién- 
dose de un trozo de vidrio al que hacen 
penetrar con un buen papirotazo. (Resabi- 
os de la medicina primitiva en la que en 
vez de vidrio empleaban los incas una 
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punta de silex.) Afortunadamente el pin- 
chazo no lleg6é mas alla de los tegumentos 
superficiales. 

Los dos casos de tumores del cuerpo 
carotideo presentados entre los 14 de tu- 
mores laterales del cuello de esta serie, 
tenian poco mas o menos los mismos 
caracteres. Tumores del volumen de un 
huevo de paloma, hasta el de uno de pato, 
(Fig. 2A) situados profundamente en la 
region de los vasos carotideos, debajo y 
detras del esternocleidomastoideo. Uno 
tenia tres anos de evolucion y el otro once. 
Tumores asintomaticos que preocupaban 
a sus portadoras, ambas del sexo femenino, 
mas que todo por la deformidad notoria. 
Sin embargo, una quejabase de cierta 
irradiaci6n dolorosa a la cara y al cuello, 
y la otra de alguna molestia por la pro- 
pulsion hacia la faringe. En ambos casos 
la masa tumoral era indolora a la palpa- 
cion, lisa, uniformemente elastica, movible 
en el sentido lateral, pero no de arriba 
abajo; pulsatil, mas no expansiva. La com- 
presion reducia algo su volumen, que 
tornaba al primitivo al dejar de ejercerla. 
Su crecimiento era hacia arriba y hacia 
la profundidad, como que en el segundo 
de los casos la palpacién intrabucal en- 
contraba la prominencia en la faringe 
donde también eran notorios los latidos. 
En ambos casos, el diagnéstico fué acerta- 
do. 

Respecto a la operaci6n, a pesar de los 
artificios y coadyuvantes hoy empleados, 
tales como la compresi6n preliminar de 
los vasos, la simpaticectomia, las drogas 
anticoagulantes, la anastémosis a lo Petit- 
Dutaillis etc.,8 sdlo es justificada si hay 
serio compromiso de los nervios craneales 
o evidente impedimento a la degluci6n, 
posibilidades muy raras en verdad. La 
temible degeneraci6n maligna parece tam- 
bién una rarisima eventualidad, a estar 
con lo comprobado por Willis y sobre todo 
por Lahey.* Parece pues que los riesgos 
que comporta la operacién son tanto o 
mas temibles que las consecuencias que 
podria arrastrar el abstenerse de inter- 
venir. 

Un tumor que puede ser confundido con 
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Fig. 3.—A, quiste epidermoide. La pieza operatoria, B, bocio coloide desarrollado en un sdlo lébulo. 
C, enfermedad de Hodgkin. 


el del cuerpo caroétideo es el quiste bran- 
quial. 

La fotografia que reproduce la Fig. 2B 
corresponde a una mujer indigena de 48 
afios, con una tumefaccioén en el lado de- 
recho del cuello, que al alcanzar el desa- 
rrollo que se vé, ocasiona molestia y difi- 
culta los movimientos de la cabeza. Es 
un tumor del tamajio de una naranja que 
se extiende desde algo por debajo del 
borde del maxilar inferior, hasta la clavi- 
cula, y desde los musculos de la nuca hasta 
cerca de la linea media anterior. Es glo- 
buloso, liso, uniforme; de consistencia 
renitente; es pulsatil estando echada la 
enferma, deja de serlo en la posicién de 
pié. Hay movilidad en el sentido lateral, 
y fijeza en el de arriba abajo, caracter 
este muy propio de los tumores del cuerpo 
carotideo. En cambio lo que se advierte 
no solo a la palpacion, sino a la simple 
vista es su localizacién superficial, debajo 
del tegumento cutaneo, aunque su implan- 
tacién parece corresponder a la regién 
hioidea. 

En efecto al operar, se comprobé tal 
implantacién en el borde inferior del hioi- 
des y firme adherencia al] tiroides. El saco 
quistico adheria también al paquete vascu- 
lar del cuello, lo que explicaba su fijeza 
en el sentido de arriba abajo. El contenido 
era fliido, amarillo citrino. 

Estos quistes de origen branquial, origi- 


nados como son de un pliegue ectodérmico 
o endodérmico enclavado entre dos arcos 
branquiales, tienen potencialmente el pe- 
ligro de una degeneraciOn maligna. Pero 
el real y evidente peligro esta en el cre- 
cimiento que pueden alcanzar, invadiendo 
la fosa supraclavicular, penetrando en el 
torax, hasta adherir al mediastino, vena 
subclavia y aun al cayado aortico, ademas 
de las compresiones nerviosas al espinal, 
recurrente y pneumogastrico, como en el 
caso de quiste gigante relatado por G. 
Osvaldo Suarez.® 

La diferencia con los tumores del cuerpo 
carotideo esta en suma en la localizaci6én, 
profunda en estos y superficial en los quis- 
tes; el crecimiento hacia adentro, hacia 
la faringe y hacia arriba de los primeros, 
en tanto que en los segundos lo es hacia 
afuera y abajo. La consistencia renitente, 
firme en los tumores del glomus caroticus, 
lo es menos en los quistes, en los que 
se puede percibir el choque de la onda 
debido al papirotazo. El caracter pulsatil 
franco, sin expansién y en cualquiera 
posicién en que se coloque al paciente, 
inclina también el diagnéstico hacia el de 
tumor carotideo. 

En la region lateral del cuello, suelen 
presentarse también tumefacciones, como 
la del caso reproducido en la Fig. 2C, en 
que habia una masa muy firme y fija, de 
localizacién mas bien hacia atras y arriba, 
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sin que por delante sobrepasara los lin- 
deros del esternocleidomastoideo. Su cre- 
cimiento databa de una veintena de dias 
y era dolorosa ocasionando cierta rigidez 
en el cuello. Estos caracteres, a pesar de 
no haber cambio de color de la piel, ni au- 
mento local de la temperatura, indujeron 
a diagnosticar un absceso profundo, lo que 
se afianzaba con la leucocitosis y polinucle- 
osis encontradas. El acto operatorio con- 
firm6é el diagnostico. 

Muy distinto, en cambio, es el caso de 
la Fig. 20, en que habia una tumefaccion 
globulosa, indolora, de crecimiento lento, 
unos catorce anos, situada por delante del 
esternocleido-mastoideo y con progresién 
hacia abajo hacia la linea media. Su con- 
sistencia blanda, flucuante, indujo a pre- 
sumir un quiste brancquial. Fué un error. 
La operaciOn puso de manifiesto un tumor 
quistico, adherido al paquete vasculo ner- 
vioso y tejidos circunvecinos, y que con- 
tenia una substancia espesa, untuosa, ama- 
rillo, parduzca, que resultaba tener lipidos 
en una proporcion de 0,16% de su peso. 
El veredicto anatomopatologico ftie el de 
quiste epidemoide. (V. Fig. 3A). 

No deja de tener cierta semejanza un 
bocio coloide desarrollado a expensas de 
un solo lébulo (Fig. 3B). Mas, en este 
caso, la palpacién descubre que la tumora- 
cién acompana a la laringe en los movimi- 
entos de deglucién y que en su desarrollo 
rebasa de la linea media. 

La enfermedad de Hodgkin suele mo- 
trarse también con la apariencia de un 
tumor unilateral del cuello. En el caso de 
la Fig. 3C, la masa estaba situada detras 
del esternocleidomastoideo y desarrollada 
paralelamente a él. Su crecimiento se 
efectu6 en seis afios, habiéndose iniciado 
por un pequeno nodulo indoloro situado en 
la region sipero-lateral derecha del cuello. 

La palpacion, al apreciar la masa tu- 
moral arracimada, notorio conglomerado 
de tumoraciones ganglionares, indujo la 


NOVEMBER, 1953 


presuncién diagnostica que hall6 su con- 
firmacién en el examen anatomopatoldgico. 

Como se ve, si en definitiva un diagnés- 
tico presuntivo de los tumores del cuello 
no es imposible de hacer, lo evidente es 
que corresponde a la anatomia patologica 
el veredicto final, principio por lo demas 
aplicable a muchisimos otros padecimien- 
tos. 

El clinico debera esforzarse siempre 
por descubrir la naturaleza de la tumora- 
cidn que se le ofrece a la vista, para orien- 
tar por lo menos el camino de la busqueda. 
No es indiferente proponer la toma de una 
muestra para biopsia, y encontrarse con 
un quiste que al vaciarse solamente, dejara 
una fistula inagotable. 

Por lo demas, no debe dejarse de tener 
en la mente la posibilidad de que, tras las 
benignas apariencias de un tumorcillo sin 
importancia, se mantenga latente un pro- 
ceso maligno. Una raz6én suprema para 
impulsar el diagndéstico en cada caso hacia 
la certeza histopatoldogica. 
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Editorial 


After having made a four months’ tour 
of Pakistan, India and Ceylon during the 
winter of 1951-52 under the sponsorship 
of the American Department of State, I 
was requested to perform a similar service 
in Africa this year. I accepted this African 
mission with much enthusiasm, in view of 
the current interest in African affairs and 
a long-cherished desire to visit that con- 
tinent. This report describes the interest- 
ing observations made during my two 
months’ sojourn throughout British East 
Africa, the Belgian Congo, French Equa- 
torial Africa and British West Africa, 
summarizing briefly the highlights of my 
tour and the many interesting lectures, 
clinics and consultations with members of 
the medical and surgical professions, Con- 
sul Generals and Public Affairs Officers. 


British East Africa (Kenya, Tanganyi- 
ka, Uganda) .—Leaving Bombay on April 
22, 1953, I arrived by airplane in Nairobi, 
Kenya, on the following day and was met 
by Dr. John Noon, Public Affairs Officer 
of the American Consulate. Because of the 
Mau Mau disturbances it was questionable 
whether I could make this my port of 
entry into Africa. No word of change in 
plans came from Washington, so my trip 
was made according to the original sched- 
ule. After my arrival, however, I dis- 
covered that the Mau Mau disturbances 
were in action, though there was no dan- 
ger to life or property within the city of 
Nairobi or nearby. The uprising was con- 
fined to Kenya, a British coleny of which 
Nairobi is the capital and one of the three 
adjoining states that form British East 
Africa, the other two being Tanganyika, a 
British territory, and Uganda, a British 
protectorate. 


A discussion of the Mau Mau trouble 
here would be inappropriate, but 1 may 
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add that the tribal uprising in Kenya is 
related more or less to the allotment and 
apportionment of Mau Mau to Europeans 
for a permanent homeland in this beauti- 
ful country. L. S. B. Leakey has described 
the underlying factors of the rebellion in 
great detail in his recent book, ““Mau Mau 
and the Kikuyu.” At best, the terrorism 
and barbarity of the Mau Mau have cre- 
ated a tragic situation for both the Afri- 
cans and the European settlers. 

During my brief stay in Nairobi I vis- 
ited the surgical services of Kenya General 
Hospital and a school for the training of 
native midwives. The training of native 
girls to assist in childbirth is an especially 
important task, because of the lack of ob- 
stetrical care in this part of the world. 
Miss Andreus, an English nurse who has 
resided in Kenya for many years, devotes 
her full time to the teaching of midwifery. 
Practically none of the native girls know 
any European language, which increases 
the difficulty of teaching. Miss Andreus, 
however, has mastered several of the 
tribal idioms and, with the assistance of 
two native women who speak some Eng- 
lish in addition to their native tongue, has 
done a splendid job of teaching midwifery. 


Receptions in my honor, arranged 
through the gracious hospitality of Consul 
General and Mrs. John Dorcz and Public 
Affairs Officer Dr. and Mrs. John Noon, 
afforded me the opportunity of meeting 
the Mayor, as well as local notables and 
members of the medical profession, includ- 


ing a number of African and Indian physi- 


cians. 

My journey from Nairobi took me to 
Entebbe and Kampala in Uganda. I spent 
the last ten days of April in Kampala as 
the house guest of Professor Alexander 
Galloway, eminent anthropologist and 
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Dean and Professor of Anatomy of the 
Medical Department of Makerere College. 
Here I observed the surgical work of Pro- 
fessor McAdam and his assistants at Mu- 
lago Hospital, which is the teaching center 
of Makerere Medical College. Makerere 
College (University College of East Afri- 
ca) has been in existence since 1922, be- 
ginning as a technical institute. It became 
a mechanical school in 1925, and in 1939 
it developed into the present college with 
its many departments. 

I held consultations with various mem- 
bers of the Makerere faculty and partici- 
pated in their weekly clinical conferences. 
I discussed the surgical treatment of peptic 
ulcer with special reference to phreno- 
vagotomy before the Uganda Branch of 
the British Medical Association. I also had 
educational conferences with Dr. J. N. P. 
Davis, Professor of Pathology; Dr. Boz- 
man, Professor of Preventive Medicine, 
and Dr. Elliott Davis of the Department 
of Roentgenology. Dr. Davis has written 
extensively on pathology in Africans, 
among which are the sickling trend in 
Africans and certain endocrinologic dis- 
turbances in the African male. Dr. Ronald 
Dunlap, Health Officer, devoted half a day 
to conducting me on an inspection tour 
of the sanitary works of the city. The re- 
wards of my mission in Uganda were ob- 
tained from Dr. Galloway in his explana- 
tion and discussion of African affairs, 
folklore and tropical diseases. 

Because of lack of space, I can refer 
only briefly to a short but highly profit- 
able visit to Irsac, the Belgian Institute 
for Scientific Research at Bukavu, of 
which Dr. Louis van den Bergh is Direc- 
tor. Dr. van den Bergh is well known in 
the United States and occupies the chair 
of visiting lecturer on tropical diseases at 
Tulane University, New Orleans. 

The Belgian Congo (Leopoldville, Braz- 
zaville).—-My next hop was across the 
Belgian Congo from Costermansville (Bu- 
kavu) to Leopoldville, the capital. Ar- 
rangements had been made for me to lec- 
ture before the combined medical profes- 
sions of Leopoldville and Brazzaville; the 
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Africa, across the Congo River from Leo- 
poldville. I presented to this group my 
paper on the surgical treatment of peptic 
ulcer with reference to phrenovagotomy. 
After my lecture Mr. Arthur Alberts, 
Public Affairs Officer at Leopoldville, ar- 
ranged transportation facilities from 
Brazzaville to Lambarene in the Province 
of Gabon, French Equatorial Africa, 
which is the site of Dr. Albert Schweitzer’s 
Hospital. The next leg of my journey in- 
cluded a visit with Dr. Albert Schweitzer, 
the eminent French medical missionary, a 
brilliant organist, musicologist, theologian 
and philosopher. 

On May 7, I finally arrived at Forest 
Hospital (Dr. Schweitzer’s hospital) and 
was greeted by Dr. Schweitzer himself. 
He was the soul of hospitality and made 
me feel welcome with a simple cordiality 
that I shall never forget. The hospital 
grounds occupied a group of 40 to 50 
buildings of various types. The construc- 
tion of the buildings was interesting; the 
roofs and walls were of sheet iron. There 
were no glass windows, but each window 
was boarded with wood and screened. The 
roofs were inclined, and there was a foot 
or more between the supporting wall for 
ventilation, yet during the torrential rains 
no water could be admitted. All openings 
were screened to keep out mosquitoes, flies 
and other insects. 

Dr. Schweitzer was here, there and 
everywhere, directing the construction of 
new buildings, superintending the cuisine, 
planning new landscapes, inspecting the 
wards, often with a lamb, a pup or a peli- 
can in his arms, I found Forest Hospital 
to be much more than an institution; it 
was a miniature monarchy of a highly 
benevolent sort. Each day I explored the 
hospital grounds. At the far south end of 
the hospital was a leprosarium with a 
population of 300. This unit was practically 
self-sufficient, the lepers managing the 
building and cooking for themselves. In 
the main hospital there were 350 beds to 
accommodate patients with noncontagious 
diseases, When a patient enters the hospi- 
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tal here, his entire family frequently ac- 
companies him. They bring along their 
cooking utensils and food, and provision 
is made for lodging the members of the 
family. All of the wards were completely 
occupied, and supplemental beds were 
placed on porches, with patients and their 
relatives sleeping on the floors outside the 
doors of the pavilions. 

The diseases most frequently encoun- 
tered in this region were ulcers of various 
kinds, especially leg ulcers; paludism; 
trypanosomiasis; leprosy; pneumonia; 
osteomyelitis, amebic dysentery and cir- 
rhosis of the liver in infants (Kwasior- 
kor).* Yellow fever, smallpox and typhoid 
are endemic in the surrounding region. A 
nonspecific itch or mange was quite prev- 
alent; this was treated with some success 
by the use of green soap baths and sul- 
phur. 

From 40 to 50 outpatients were cared 
for daily by the staff of four physicians— 
an American, a Hungarian and two 
French doctors. I spent one morning in 
the operating room and saw two hernia 
operations, as well as operations for a 
hydrocele, a uterine fibroid complicated by 
pelvic infection, a carcinoma of the cervix 
and an enormous mixed tumor of the 
parotid gland. In the last-mentioned case 
the growth was practically inoperable. The 
necessary surgical equipment was at hand. 
Sterilization was done entirely by boiling. 
Heating and light were supplied by kero- 
sene lamps, since there was no electricity. 
The common antibiotics were available. 
No blood transfusions were given. Despite 
the surroundings and the necessarily im- 
perfect aspetic technic, the incidence of 
postoperative infections was said to be low. 

The most frequent conditions observed 
in the wards at the time of my visit were 
inguinal hernias, hydroceles, prostatic ob- 
struction, elephantiasis, the severest types 
of leg ulcers, infected bone lesions, ab- 
dominal tuberculosis, extensive birth in- 
juries and uterine fibroids. There was a 


*Clinically resembling and believed by some to be a form 
of cirrhosis; the best opinion today is that Kwasiorkor and 
Laennec’s disease are not identical (J. N. P. Davis, Ann. 
Rev. Med. Vol. 8, 1952). 
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fairly large proportion of traumatic con- 
ditions. Appendicitis was rarely encoun- 
tered except as a periappendicular abscess. 
Cancer was uncommon. 

In the medical wards, malaria, pneu- 
monia, cardiac diseases, cirrhosis of the 
liver in adults and children, tuberculosis 
(glandular and pulmonary) and Madura 
foot were observed. Malnutrition and re- 
sulting deficiency states are the signifi- 
cant features of clinical medicine in this 
as well as in all other parts of Africa that 
I visited. 

The evening meal at Dr. Schweitzer’s 
was a ritual. It commenced with a hymn 
(sung in German) of the Reformed 
Church, to which many if not all of the 
personnel (Alsatian, French and Swiss) 
belonged. Dr. Schweitzer accompanied at 
the piano. Then he followed with a Scrip- 
ture reading, after which he repeated the 
Lord’s Prayer, all in French. A Bach con- 
cert of his own recordings was played in 
the half hour after dinner. The dinner 
and concert were then followed by a brief 
informal period of conversation, and at 
9:30 p.m. each person retired to his room 
for reading, writing or sleep. Dr. Schweit- 
zer’s routine was to retire for work in his 
“salle de travail” until two, three of four 
in the morning. This fabulous man, who 
possesses university doctorates in philoso- 
phy and in theology as well as in medicine 
(Strasbourg), has written a whole library 
of books and is now working on the history 
of Chinese philosophy. His “Quest for the 
Historical Jesus,” published several years 
ago, is said to have rocked the theological 
world. 

After leaving Dr. Schweitzer and his 
staff on the afternoon of May 12, I re- 
turned eastward again to Brazzaville, re- 
crossing “Old Man River” Congo back to 
Leopoldville. 

British West Africa (Nigeria, the Gold 
Coast).—I continued my journey west- 
ward on May 14, and flew from Leopold- 
ville to Accra, capital of the Gold Coast. 
The Gold Coast has been in the political 
spotlight in recent months, demanding 
self-rule, and unquestionably the day is 
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coming when both the Gold Coast and 
Nigeria will be African-ruled. Kwame 
Nkrumah, American-educated at Lincoln 
University School for Negroes in Oxford, 
Pennsylvania, has been Prime Minister of 
the Gold Coast under a British Governor 
General since 1950. Because of the political 
unrest in the country, my visit was cur- 
tailed in order to spend more time in the 
neighboring state of Nigeria. The Gold 
Coast, or Ghana, as the Africans call it, 
and Nigeria are the seat of considerable 
nationalistic activity at this time. No 
timetable for independence has been de- 
cided upon in either country, but the im- 
patient nationalists have set 1956 as their 
objective for the initiation of self-rule. 
The British are anxious that, when the 
two territories become masters of their 
own destiny, they should wish to retain a 
close association with the British Com- 
monwealth. Nigeria has come a long way 
constitutionally since the war, but is a 
little behind the Gold Coast. 

The inhabitants of northern Nigeria are 
largely Moslems, with a sizable admixture 
of pagans. In contrast with their co-citi- 
zens of the South, the northerners do not 
wish autonomy and are content with the 
present British administration. This diff- 
erence is the basis of the political disputes 
between the sections, and of the rioting 
which took place in Kano during my visit. 

From Accra I traveled to Lagos, the 


. capital of Nigeria. The British dependen- 


cies, Gold Coast, Nigeria, Sierra Leone 
and Gambia, constitute British West Afri- 
ca, similarly to Kenya, Tanganyika and 
Uganda on the East Coast, which form 
British East Africa. At Lagos, I visited 
the Lagos General Hospital and the Heat 
Research Institute, the Institute for Ma- 
larial Research and for the Study of Viral 
Diseases. All of these institutions are 
founded, manned and controlled by the 
British. I also visited the exceptionally 
well equipped Orthopedic Hospital. 

Our diplomatic officers at Lagos ar- 
ranged a safari for me, which then took 
me to Ibadan, seat of the promising new 
medical college, and Kaduna, Zaria and 
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Kano in northern Nigeria. Requirements 
of space prevent my giving details of the 
different stops in Nigeria. 

Accra, to Abidjan, to Monrovia, Liberia, 
to Dakar, ended the tour. Any of the 
places mentioned would merit a chapter of 
description. I did not visit any part of 
North or South Africa. 

By way of summary, the following im- 
pressions stand out: Many preconceptions 
regarding Africa are erroneous. For ex- 
ample, the weather is not necessarily hot 
in the equatorial zone. Owing to high alti- 
tude, especially in Central and East Afri- 
ca, bed-covering is often comfortable, or 
even necessary, at night. This was true at 
Kampala, Entebbe and Bukavu — fifty, 
thirty and one hundred miles, respectively, 
from the Equator. In some locations with- 
in the zone, the year-round climate is 
ideal. “Colds,” bronchitis and pneumonia 
are surprisingly prevalent, and the last- 
mentioned condition is said to carry a high 
mortality rate among the native popula- 
tion. 

Far from being a single anthropomor- 
phic unit, homo Africanus is represented 
by many physical types, from the pigmy 
tribes in Kenya to the giant races in 
Northern Uganda. There is likewise great 
variation in the intellectual and tempera- 
mental endowment of the several ethnic 
groups. In one section of the Continent, 
an interesting endocrinologic phenomenon 
is observed whereby the male reaches his 
peak and becomes impotent at the age of 
thirty-five, and many younger men exhibit 
the obvious physical aspects of hypogo- 
nadism. 

To an extent usually not realized, except 
by the student of such matters, sharp 
diversity exists among the political units, 
based on colonial administration, dura- 
tion of exposure to Western influences, 
and climatic, racial and other factors. In 
this Continent there are examples of all 
forms of civil] government; monarchies, 
independent republics, unions, common- 
wealths, territories, protectorates and col- 
onies, with almost all of which tribal gov- 
ernment is intermingled. One is often 
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amazed to learn that even adjacent coun- 
tries with similar colonial background 
may differ in manifold ways. Thus, the 
units that form British East Africa and 
British West Africa not only are dissimi- 
lar to states dominated by other colonial 
powers but differ among themselves, each 
possessing its own individuality. Even to 
the most casual visitor Kenya is obviously 
different from Uganda, and the Gold Coast 
and Nigeria, despite much in common, are 
yet moving in a separate orbit. The pro- 
vinces of vast French Africa and the Bel- 
gian Congo are strikingly different from 
one another, not only administratively but 
educationally and economically. Then there 
is Liberia, an independent Republic orig- 
inally settled by American Negroes, and 
Ancient Ethopia, ruled by the Emperor 
Haile Selassi, to say nothing of Arab 
North Africa and European dominated 
South Africa. 

Africa, comprising a fifth of the terri- 
tory of the globe, is a country of vast 
deserts, jungles and primitive forests, and 
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is often thought of as generously fertile 
and rich in natural resources. This is not 
so. In most parts of it the fruits of the 
soil are hard won, and the natural re- 
sources are confined to limited areas. Afri- 
ca, actually or potentially, does not pro- 
duce enough for its own population. And, 
of course, not all of it is jungle. Some 
parts of it are comparable to Switzerland 
in natural beauty. Many flourishing cities 
with approximately modern facilities are 
to be found, even in the more remote parts 
of the Continent. And, thanks to air 
travel and radio communication, “remote- 
ness,” in Africa as well as other parts of 
the world, is vanishing. Ancient, primi- 
tive Africa is giving way to the onrush 
of modern civilization. The disturbances 
and upheavals and the very aspiration of 
the aboriginal inhabitants for self-rule 
and self-determination are among the in- 
terractions of this process. 


Ulysses G. Dailey 


M.D., F.A.C.S., F.I.C.S. 
CHICAGO, ILLINOIS 


Life is short, science is long; opportunity is elusive, experi- 
ment is dangerous, judgement is difficult. It is not enough for 
the physician to do what is necessary, but the patient and the 
attendants must do their part as well, and circumstances must 
be favourable. 
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New Books 


The Pharynx-Basic Aspects and Clinical 
Problems. By A. R. Hollender, Chicago: The 
Year Book Publishers, Inc., 19538. Pp. 960. 

This comprehensive book was prepared for 
the use of students in pharyngology as well 
as for graduates who wish to acquire basic 
knowledge of the most “neglected” anatomic 
space in the specialty. The form of the book 
is that of a manual rather than a textbook; 
not only does it contain details on the ana- 
tomic, physiologic, clinical and pathologic 
aspects but it seems also to serve as a thera- 
peutic guide, emphasizing the old well-estab- 
lished practices as well as the newer methods 
of treatment. The therapeutic armamen- 
tarium discussed includes cortisone, ACTH 
and, of course, the antibiotics, with indica- 
tions of their principal actions on the body 
as a whole and their special actions on the 
pharyngeal spaces. 

The novelty in the presentation of this 
book lies in the editorial notes at the begin- 
ning of each of the chapters and in a critical 
conclusion, with suggestions of new meth- 
ods of study. 

Although the pharyngeal space is wide- 
ly discussed from the anatomic and the clin- 
icopathologic view, there are repetitions and 
apparently unavoidable overlapping descrip- 
tions in the special chapters presented by 
various contributors. This is not disturbing, 
however, and one appreciates the thorough- 
ness and uniformity of the presentation. The 
excellent descriptions of surgical procedures 
—tonsillectomy for instance—are of course 
meant for initiates in this field, but they are 
important to an understanding of the surgi- 
cal complications that confront everyone 
concerned with the pharyngeal problem. The 
anatomic indications leading to complica- 
tions are especially well demonstrated. 

The volume consists of thirty-one chap- 
ters, nineteen written by experienced collab- 
orators, with new aspects and contributions 
dedicated to the pharyngeal space. The 
twelve written by the author himself are of 
special clinical value, since they are based 
on a broad experience of the subject and a 
good foundation leading to the treatment of 
pathologic tissue in the pharyngeal space. 
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The management of tonsil remains or tags, 
diseases of the tonsils and special lingual 
hypertrophies, problems pertaining to the 
salivary glands and the management of cysts 
and bursae of the epipharynx are all classi- 
cally interpreted. 

The chapter on irradiation is a rather 
enthusiastic presentation of this method of 
treatment to eliminate colds, on the basis 
of the fact that hypertrophies cannot be 
removed completely by surgical means. Ir- 
radiation is suggested and the technic of 
radium and roentgen therapy meticulously 
reviewed. 

Pathologic conditions of the pharynx, as 
well as the pathologic aspects of tumor, is 
well illustrated with excellent microphoto- 
graphs, and thoroughly and simply discussed. 

On the whole, Dr. Hollender’s writing is 
at its best. The chapters are well organized, 
clear and simple and should be of interest 
to anyone concerned with this space. An 
interesting chapter by Marc Hollender, deal- 
ing with the psychosomatic aspects, explains 
many problems hitherto not generally ap- 
preciated but none the less important. 

A comprehensive bibliography is con- 
cluded at the end of almost every chapter. 
There are 655 important references, which 
present a valuable selection from the litera- 


ture. 
M. J. TAMARI, M.D. 


Les Hemorragies Intracraniennes. By Guy 
Lazorthes. Paris: Masson et Cie, 1952. Pp. 
254. 


This monograph is an ambitious attempt 
to cover the entire subject of intracranial 
hemorrhage. This type of hemorrhage is con- 
sidered under three categories, traumatic, 
spontaneous and infantile. The best section 
is the one dealing with the traumatic hemor- 
rhages, probably because the author’s great- 
est personal experience has been with this 
variety. He reports the cases of 12 patients 
operated on for traumatic extradural hemor- 
rhage, with 5 cures and 7 deaths, 11 patients 
operated on for acute traumatic subdural 
hemorrhage, with 8 cures and 2 deaths, and 
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86 patients operated on for subacute or 
chronic traumatic subdural hemorrhages, 
with 5 deaths. However, in this section, as 
throughout the work, the chief excellence lies 
not in the author’s personal experience but 
in the logical and complete way in which the 
subject is reviewed. The bibliography, 
though not extensive, is in the main perti- 
nent. The illustrations are well chosen and 
of good quality except for some of the roent- 
genograms (especially angiograms), which 
are poorly reproduced. 

Intracranial aneurysms are _ thoroughly 
considered, and the recent literature is well 
reviewed. The author very properly considers 
the aneurysms of the internal carotid and 
each of its branches separately. It has be- 
come as futile to attempt to consider all 
aneurysms of the circle of Willis together as 
to consider all intracranial tumors as a 
homogenous group. Although the author 
recognizes the advantage of a direct attack 
on intracranial aneurysm, he is frank about 
its risks. Intracranial angiomatous malfor- 
mations are also thoroughly considered. Per- 
haps because of personal success with these 
lesions he is more optimistic about operating 
on them. He reports 5 cases in which he 
operated successfully, without a fatality. 

The section on intracranial hemorrhage in 
infants is the shortest and is mostly con- 
cerned with subdural hemorrhage at this age. 
He reports the cases of 5 patients operated 
on with 4 cures and 1 instance of permanent 
sequelae. Like most other authors who have 
dealt with this subject, he fails to consider 
an important mechanical problem in dealing 
with infantile subdural hematoma: the fact 
that the head has enlarged during the de- 
velopment of the hematoma. Consequently, 
evacuation of the hematoma leaves a space 
between the dura and the brain that cannot 
be filled by reexpansion of the brain as it 
can in the adult. Consequently, every infant 
with advanced subdural hematoma must have 
so-called external hydrocephalus as an end 
result of successful operation. 

This monograph is especially interesting 
to the neurosurgeon, and every neurologist 
can read it with profit. Prof. Lazorthes is to 
be congratulated on having conceived and so 
well carried out the plan of considering all 
forms of intracranial hemorrhage in one 
monograph. 

HAROLD C. Voris, M.D. 


NEW BOOKS 


Conduction Anesthesia. By George P. Pit- 
kin. Edited by James L. Southworth, Robert 
A. Hingson and Winifred M. Pitkin, Philadel- 
phia: J. B. Lippincott Company, 1953. 2d ed. 
Pp. 1005, with 585 illustrations. 

No other text on local anesthesia has the 
wealth of information that can be found in 
Pitkin’s “Conduction Anesthesia.” Unfortu- 
nately, the first edition was hampered by an 
unsatisfactory and cumbersome organization 
of the material. The student and clinician 
had to refer to several sections in order to 
obtain the necessary information for a par- 
ticular technic. 

The second edition shows considerable im- 
provement. In the light of further under- 
standing and knowledge acquired experi- 
mentally and through experience since the 
first edition was published, additional sub- 
jects have been added, while other chapters 
have been written and brought up to date. 
There is a new chapter on the vertebral 
canal and its contents, and another on topi- 
cal anesthesia. The material on spinal an- 
esthesia, which was scattered through vari- 
ous parts of the old edition, has been 
properly combined into one chapter. Particu- 
larly gratifying is the concentration of the 
information on autonomic blocks. The sub- 
ject of peridural anesthesia reflects the 
progress in technics and concepts of the last 
few years. Although many of the chapters 
that Dr. Pitkin originally wrote are re- 
printed virtually unchanged, new agents 
and methods have been inserted. These in- 
clude zylocaine, jet injections, the use of 
plastic tubing, transtracheal anesthesia, and 
continuous brachial plexus block, to mention 
but a few. One innovation of dubious value 
is the placing of the bibliography into the 
finai chapter, rather than at the end of each 
chapter. Reference to the original source 
material on a given topic is thus rendered 
more difficult. A definite improvement is the 
revision of the index, which results in easier 
availability of the information sought. The 
editors now receive credit on the title page 
rather than at the end of separate chapters. 

The editors are to be congratulated on 
their excellent treatment of a difficult sub- 
ject. The book should be in every medical 
library, both individual and public. 

ANITA E. Rapoport, M.D. 
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Abstracts from Current Literature 


In this issue we have the pleasure of pre- 
senting a group of abstracts from a special 
issue of Bordeaux Chirurgical published in 
honor of the recent Reunion of the Interna- 
tional College of Surgeons in Bordeaux, 


France. Prof. Dr. R. Darget is President of 
the French Section of the College. 


Le point de vue du medecin sur le probleme 
du traitement chirurgical de l’hypertension 
(The Medical Point of View as to the Surgi- 
cal Treatment of Hypertension). Aubertin, 
E., Bordeaux. 

Medical treatment alone is sufficient for 
many hypertensive patients. Better results 
can be obtained surgically in cases of pro- 
gressive hypertension; but the technic is not 
definitive and the treatment not generally 
accepted because of the death rate, ortho- 
static hypotension, remission and complica- 
tions. 


Les anesthesies potentialisees (Potential- 
ized Anesthesia). Bahuet, R., Bordeaux. 

Small amounts of several drugs are com- 
bined to produce potentialized anesthesia. 
Most of them paralyze the autonomic nervous 
system and diminish the stress of the inter- 


vention. 


Le fond d’oeil et le.pronostic de l’hyper- 
tension (Hypertension and the Eyegrounds). 
Broustet, P., and Bessiere, Bordeaux. 

The eyegrounds of a patient with hyper- 
tension indicate the state of the vascular 
system, are not significant in prognosis. 


Hypertension et pyonephrose tuberculeuse 
(Hypertension and Tuberculous Pyonephro- 
sis). Broustet, P., and Darget, R., Bordeaux. 

Severe hypertension was not improved in 
a patient operated on for unilateral tubercu- 
lous pyonephrosis, but 25 per cent of patients 
with hypertension and unilateral hydroneph- 
rosis or pyonephrosis were improved. 


Chirurgie de hypertension arterielle (Sur- 
gery for Arterial Hypertension). Broustet, 
P., and Dubourg, R., Bordeaux. 

Surgical intervention for hypertension, 


particularly large sympathectomy, is not 
without danger when kept only for very se- 
vere hypertension in young patients. It is 
best to operate before the last stage of severe 
hypertension. Extensive sympathectomy is 
not considered the best form of intervention. 


Resultats a distance de sympathectomies 
dorso-lombaires pour hypertension arterielle 
(Late Results of Dorsolumbar Sympathec- 
tomy for Arterial Hypertension). Darmail- 
lacq, R., Bordeaux. 

Hypertension decreases after sympathec- 
tomy but usually returns at some time to ap- 
proach its former level. The operation is still 
important, however, for its action on symp- 
toms and complications of the disease. 


Un curieux “anevrysme” (A Curious “Aneu- 
rysm”). Darricau and Colbert, Saint-Jean-de- 
Luz. 

A malignant lymphadenoma developed in 
a patient with all the signs of aneurysm, be- 
ginning with a tumor under the mastoid 
process and followed by tumors on the last 
three dorsal vertebrae. 


Us et abus des antibiotiques dans les plaies 
et infections chirurgicales. (Use and Abuse 
of Antibiotics in Wounds and Surgical Infec- 
tions). Iselin, M., Paris. 

Antibiotics should be used in the treatment 
of surgical infections to prevent suppuration. 
After suppuration has developed antibiotics 
should not be used, the treatment being ex- 
clusively surgical. 


L’hibernation artificielle: Notions gener- 
ales (General Ideas on Artificial Hiberna- 
tion). Laborit, E., Paris. 

Ordinary methods of anesthesia try to aug- 
ment the reactions of the organism to stress. 
Artificial hibernation is used to prevent the 
reactions when stress is too strong by slow- 
ing down the metabolism so that the quantity 
of blood is always sufficient to maintain the 
life of the cells. 


Cent vingt-cing cas de rachi-anesthesie a 
la tetracaine (chlorhydrate de p-butylamino- 
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benzoyl-dimethylamino ethanol (One Hun- 
dred and Twenty-Five Cases of Prolonged 
Spinal Anesthesia with Tetracaine). Magen- 
die, J., Bordeaux. 

If the proper technic is carefully followed, 
spinal anesthesia with tetracaine (German 
pantocaine, American pontocaine, English 
amethocaine) in a 1:100 solution gives excel- 
lent anesthesia in weak doses of 12 to 13 mg. 
The anesthesia ascends the abdominal wall 
to the level of the breast and lasts several 
hours, with preservation of calm and eu- 
phoria, minimal vomiting, and absence of 
postanesthesic disturbances. 


Nouveau procede d’anastomoses vasculaires 
(A New Technic of Vascular Anastomosis). 
Pelot, G., Paris. 

A simple procedure for small vessels uses 
acrylic crowns with threads joining them in 
such a way that the threads are not in the 
lumen of the vessel. Thrombosis does not 


occur. 


Le traitement chirurgical de l’hypertension 
arterielle maligne par les sympathectomies 
et surrenalectomies associees (Surgical 
Treatment of Arterial Hypertension by Com- 
bined Sympathectomy and Adrenalectomy). 
Riser, Lazorthes, Ribaut, Lacapere and 
Gleizes, Toulouse. 

Surgical intervention is the only treatment 
for grave hypertension. Smithwick alone 
sometimes gives good results, but the effects 
are greater after Smithwick plus chemical 
adrenalectomy by injection of 30% sodium 
salicylate. The technic is not dangerous if 
horraones are immediately available. 


Au sujet des evidements du cou pour can- 
cers bucco-pharynges (Neck Dissection for 
Oropharyngeal Cancer). Auche, J., Bordeaux. 

Neck dissection, when performed for the 
treatment of metastatic cervical nodes fol- 
lowing a buccopharyngeal cancer, should be 
complete, extending from the inferior maxil- 
lary to the clavicle and from the external 
edge of the trapezius to the sternomental 
line. In the author’s opinion the internal 
jugular vein should not be resected unless 
the nodes are adherent to the venous wall. 
Resection of one jugular vein is safe, but not 
both. Nonresection had no effect on the num- 
ber of recurrences. Prophylactic dissection 
is performed only in cases of cancer of the 
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tongue and floor of the mouth because meta- 
stastic growths in this region become inop- 
erable in a few days. For initial cancer in 
other sites, neck dissection is performed after 
a clinical diagnosis of neoplasm has been 
established. Nonsterilization of the initial 
cancer contraindicates neck dissection. 
Almost every deformity of the jaw, con- 
genital or acquired, can be improved, the 
surgical treatment usually being radical bony 
reduction or one or more “masking” opera- 
tions. The single “masking” operation pro- 
ducing the most satisfactory change is the 
epithelial inlay to accommodate a prosthesis 
and is the procedure of choice for most re- 
ceding jaws, symmetric or asymmetric. The 
simplest and most reliable skeletal operation 
is bilateral osteotomy of the ascending 
ramus by the Kostecka “push back” of the 
prognathous chin. This operation gives good 
results in cases of severe congenital and ac- 
quired prognathism, in the mandible of cleft 
palates, and in some asymmetrical deformi- 
ties. 


Soins pre, per et postoperatoires au cours 
des thyroidectomies pour hyperthyreose 
(Treatment Before, During and After Thy- 
roidectomy for Hyperthyreosis). Guiheneur, 
B. O., Rennes. 

Weight loss and cardiac symptoms are 
predominant in the evolution of hyperthy- 
roidism. Antithyroid drugs and Lugol’s solu- 
tion are useful in preoperative preparation. 
General anesthesia without intubation is 
preferable to local anesthesia for large or 
toxic goiter. Postoperative care is important, 
postoperative crisis being the chief compli- 
cation. 


Present Concepts in the Treatment of 
Hyperthyroidism. Jackson, A. S., Madison, 
Wisconsin. 

The important clinical signs and symptoms 
differentiating toxic diffuse goiter and toxic 
nodular goiter are listed. The effect of the 
various methods of treating these conditions 
with and without surgical intervention are 
considered. It is concluded that thyroidec- 
tomy, combined with use of the proper drugs, 
is at present the most generally accepted 
method of treating hyperthyroidism. 


La roentgentherapie du cavum et de l’oro- 
pharynx (Roentgen Treatment for Cavum and 
Oropharynx). Lamarque, P., Montpellier. 
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The author designed a new roentgen tube 
operating at 100 KV, D.C. 5 milliamperes. Its 
cylindric anode, 2 cm. in diameter and 20 cm. 
long, is earthed and water-cooled. The roent- 
gen beam is emitted laterally through a 
beryllium window, but for most of the treat- 
ment a 1 mm. aluminum filter was used. 

The small diameter of the anode permits 
easy intra-oral roentgen treatments. The 
high output shortens the time of exposure. 
500 r. may be given in not more than ten 
seconds, with a focal skin distance of 4 cm. 

Localizers have been designed of a “smok- 
ing pipe” shape which may be introduced 
into the pharynx to allow direct radiation on 
the valleculae epiglottis, the aryteno-epiglot- 
tic folds and the pyriform sinuses. Revolving 
the furnace of the pipe up to 180 degrees 
after the velum is reclinated makes it pos- 
sible to radiate the cavum and lateral walls 
of the nasopharynx directly. 

Patients treated by this method have shown 
good immediate response, but more time is 
needed for any conclusions. In the author’s 
opinion, the end resuits of the primary le- 
sions might be the same as those obtained 
with direct roentgen therapy of the accessible 
carcinomas of the skin or of the mucosae. 


La chirurgie du carrefour aero-digestif 
(Surgery of the Aerial-Digester Cancer). 
Partmann, G., Bordeaux. 


After the ablation of an aerial-digester 
cancer by translaryngeal excision, the region 
is rebuilt by closing the pharyngolaryngos- 
tomy. Prognosis is improved by the trans- 
laryngeal excision, because more of the tumor 
is taken and implantation of radium needles 
is possible through the pharyngolaryngos- 
tomy. Voice production, swallowing and 
breathing are completely reestablished. 


Les bases de la chirurgie de I “oreille 
aseptique” (The Basis of Aseptic Surgery of 
the Ear). Sourdille, M., Paris. 


Many operations on aseptic ears failed in 
the past because postoperative suppuration 
occurred. The middle and internal ear must 
be treated as a serosal cavity instead of as 
mucosa. The ear thus requires immediate 
total closure at the end of the operation, 
without drainage, to prevent chronic infec- 
tion. The technics actually used in otologic 
practice, however, do not permit immediate 
closure of the open cavities. 
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Surgery of Developmental Cataract in Chil- 
dren. Wolfe, O. R., Marshalltown, Iowa. 


A double-barreled irrigating suction can- 
nula instrument and technic are presented 
for quick and easy removal of any juvenile 
cataract. It makes a more complete surgical 
procedure than needling or linear extractions 
and creates very slight operative hyperemia 
reaction, making it possible to refract and fit 
glasses in a shorter time. The eye clears 
rapidly, with little or no astigmatism. Or- 
thoptic and retinal training can be promptly 
instituted. The method reduces hazards of 
surgical treatment of soft cataract. Results 
have been 90 per cent successful as compared 
to an estimated 50 per cent for “needling.” 


L’enigme des tumeurs retroperitoneales 
(The Riddle of Retroperitoneal Tumors). 
Brodny, M. L., and Hershman, H., Boston, 
Massachusetts. 


Retroperitoneal tumors, often difficult to 
diagnose, usually develop from adrenal 
glands or pelvic organs and often from ab- 
dominal wall and retroperitoneal soft tissue. 
The use of different incidences of x-rays is 
helpful. 


Occlusion par etranglement transmesoco- 
lique de la totalite du grele et du colon droit 
(Occlusion by Transmesocolic Constriction 
of the Intestine and the Ascending Portion 
of the Colon). Bouvier, J., Rheims. 

Operation was done for invagination. The 
whole intestine and ascending portion of the 
colon had passed through the mesocolon and 
were constricted in the mouth. The opera- 
tion was easy, and results were good. 


La voie abdominale dans le cancer du rec- 
tum: Indications, Resultats (Anterior Resec- 
tion for Cancer of the Rectum: Indications, 
Results). Cahen, J., Brussels. 

1. Recent results of surgeons (Dixon, 
Santy, d’Allaines) show that conservation of 
the sphincter results in five-year cures. 

2. Sixty-five cases of cancer of the rectum 
were observed. Four patients refused opera- 
tion, 5 colostomies, 35 anterior resections 
and 1 abdomino-transanal resection were 
performed. There were 17 abdominoperineal 
amputations, 2 Brunschwig method, 1 Hart- 
man (65 per cent sphincter conservation). 
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Le radium dans le traitement de Phyper- 
trophie prostatique, ses divers modes d’ap- 
plication. (Radium Treatment for Benign 
Prostatic Hypertrophy). Darget, R., and 
Ballanger, R., Bordeaux. 

Radium treatment was given patients with 
benign adenomas of the prostate in three 
ways: 

1. Transvesical application: A rubber T 
tube was passed into the urethra, with the 
angles of the T against the vesical neck and 
with radium contained in the horizontal and 
prostatic urethral portion of the tube. 

2. Perineal application: The posterior sur- 
face of the prostate was exposed by perineal 
incision, with radium needles inserted under 
direct vision. 

8. Rectal application: The radium was in- 
serted into the lower portion of the rectal 
vault in a plastic container and allowed to 
remain for forty-eight hours. Three thousand 
roentgens proved effective on the prostate 
without injury to the rectal mucosa. 

Radium treatment is recommended for de- 
bilitated patients or poor surgical risks. 


Anastomose latero-laterale de l’uretere et 
de l’intestin (Laterolateral Anastomosis of 
the Ureter into the Intestine). Darget, R., 
and Ballanger, R., Bordeaux. 

This technic was used on dilated ureters 
when it was impossible to perform direct 
anastomosis by the Huggins method, result- 
ing in 1 fistula and no fatalities in 14 cases. 
The following precautions were noted: 


1. The ureter is not cut, but tied close to 
the bladder to allow peristaltic ureteral 
movements and to prevent strain on the 
suture line. 


Educate your nerve centres so that not the slightest dilator 
or contractor influence shall pass to the vessels of your face 
under any professional trial. 
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2. A small portion of the ureter is isolated 
to prevent necrosis and post-operative fistula. 

3. The uretero-intestinal communication is 
immediate, so no postoperative uremic poi- 
soning occurs. 

The operation is finished by extraperitoni- 
zation of the anastomosis by an oblique iliac 
incision rather than a suprapubic laparoto- 
my. 


Greffe vertebrale et laminectomie (Verte- 
bral Grafting and Laminectomy). Pouyanne, 
L., Bordeaux. 


Vertebral grafting is useful after large 
laminectomy when the operation shows that 
the bones are weaker than usual and for lux- 
ation after intervention in the cervical 
column. It is good for the various pains 
associated with sciatic neuritis but should 
be used only if the lumbar neuralgia is very 
severe and the arthrosis important. 


Laminectomie et greffes vertebrales (Lam- 
inectomy and Vertebral Grafting). Ricard, 
A., Lyon. 

Vertebral grafting is often useful in pre- 
venting postoperative pain after extensive 
laminectomy, particularly laminectomy for 
sciatic neuritis. 


Cure chirurgicale de l’arthrose goutteuse 
de gros orteil (Surgical Treatment of Gouty 
Arthrosis of the Great Toe). Wallet, A., Paris. 

In about 12 cases, operation on the articu- 
lation showed sodium urate crystals, with 
improvement after cleaning. 
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NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 
and the State of Sao Paulo 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the City of 
Sao Paulo would be the meeting place of the next International Congress, approving the 
suggestion of His Excellency the Governor of the State, Prof. Dr. Lucas Nogueira 
Garcez. Brazilian members of the Board of Trustees were appointed to the Commis- 
sion organizing the Congress, under the direction of Prof. Dr. Carlos Gama, Vice-Presi- 
dent of the International Congress and Secretary General for South America. 


The Ninth International Congress will be held from April 26 to May 2, 1954. The 
official topics are (1) experience with socialized medicine in different countries, (2) new 
uses of radiology with contrast media in the various surgical specialties, and (3) ex- 
perience with antibiotics in all branches of surgery. 


Since the Ninth International Congress will coincide with the Fourth Centennial 
of the city of Sao Paulo, it is hoped that the conference, in addition to being one of the 
most memorable ever held, will add much to the commemorative activities of Sao Paulo. 
In order that the Commission may obtain in advance a satisfactory idea of the number 
who will attend, to arrange the best possible accommodations for them and to insure a 
good program, all who are interested are requested to write to the address below. 


Secretariat 
INTERNATIONAL COLLEGE OF SURGEONS 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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